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1)By amxing my signature or thumb impression on this Forn, I (Applicant) hereby ag.ee & authoris€ Koshika Foundalion and ifs Trustees to

use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose', lor which such assistancr is requested/g.anted, through any

medium, including but not limited to verbal, print, electronic, for solicitlng donations lor Koshika Foundation and,/or diss€minating inlomatioo about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation betore or after my treatmenl or fulfilment ofthe'purpose'
for which assislance is being requested.
2) I (Applicanl) fudher agree that any such use of my name, address, photo & details ol the 'purpos€'. for whic-h such assistance is requested/glanted,

wi not automatically entitle me for receiving or conlinuing the said assistance. Ths decision for granting and/or continuing the assislance will rest solely

with the Trustees of Koshika Foundation, and thoir decision is this regard will be final and acceptabl€ to m6.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for linancial assistance from Koshika Foundation, we
(Hospital) hereby affrm & accept following:
1)that we neither are presently nor will in future avail ol financial assistance from snothor NGO or gny othor source, for tho sams patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
conllrmation essentially stat€s that th€ Hospital will nol avail any duplicats sssistancs lor ths samo pati6nucass from any other NGO or any oulgr sourc€.
2) The assistance from Koshika Foundation as only frnancial in nature, The ctoica of the treatment/procodure advised/conducted by lhe Hospital on the
pati6nt, is based on the arrangem€nt b€tw€6n lhE patienl & th6 Hospital, and is in no way inf,uoncsd by KoEhika Foundation. Honce, tho Ho8pitalwill
assums sole & cgmplete responsibility ol the treat henl & it's gul@ryrs & sstety of tho palient, 8nd Koshik8 Foundation w;ll have no rol€ or r€sponsibility
in the maner.
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