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1) By afilxing mY signatu.e or thumb impression on this Form. I (APP licant) hereby agree & authorise Koshika Foundation and ifs Trustees to

use/publist Put-uphep roduce mY name, address, Photo & details of the 'purpose', for which such assistance rs requested/granted, through any

medium. including but not limited to varbal, Print , electronic, for soliciting donatlons tor Koshika Foundation and/or disseminating inlormation abou t ir's

activities/achievements' Such use of mY Photo & details can be made bY Koshika Foundation before or after my lreagnenl or lumlment of the 'purpose"

2) I (APPI icant) turther agree that anY such use of mY name, address. photo & detalls of th6'purpose' , lor which such assislance is requested/granted'lor which assistance is being requested

will nol automaticallY entiue me for receiving or continuing the said assstance. The decision for granting and/or conlinuing the assistance will resl solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will b€ llnal and ac'captable to me
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By afilxing hereunder, signalure of our Authorised Signa iory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby aflirm & accept lollowing
avail of financial assistanco frcm another NGO or sny other source, for the same Patien Ucase, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is gra ntod by Koshika Foundation. lf the requested assistancr is not granted
1) that we neither aro Presently nor will in future
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is based on the araang€m€nt between the Patient & the Hospital and is in no way influonced bY Koshika Foundation Honca
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