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1) By alUxing my signature or thumb imp

usei publish/put-upheproduce my name,
ression on this Form, I (Applicant) hereby agree &

address, Photo & details of the'purpose', fol whict such
authorise Koshika Foundation and it's Truslees to

assistance is requssted/granted, through any

medium, including but not limited to verba l, print. elsctronic, lor soliciling donations for Koshika Foundation and/or disseminating lnlormation about it's

activities/achieYements Such use ol my photo & details can be made bY Koshika Foundation before or after my lreatment or lumlment ol the'purpose'

iT,l["],,::ll?lT"i"T.lll,l""1'"""J1" ,* or my nams, addre$, phoro & dctafis or th€ 'purpose', ror which 8uct a$istanc€ is roqu€sted/sranted'

wi1 not automaticaly enuue ,e to, ,ece,r,ni-o-, Lnii"rins the saio agii"t"n"". 1re iJ"lon io.' iranting and,/or continuing the assistance wlll re6t sole

with the Trustses of Koshika Foundation, a;d th€ir d€cisi;n is thls rogard will bo llnal and accoptable to me'
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By affixing hereundet, signalure -f our Authorised Signatory for recommending this caso/patient lor financial assistianc€ lrom Koshika Foundation' we

(Hospital)hereby affrm & accoPt following

1)that we neither are Pres€ntly nor will in future avail of financial assistanc€ ,rom Enothor NGO or 8nY oth6r source, for th€ same patlgnucase . 85 W€ ale

requesting to got from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requestgd assistance is not granted

by Koshika Foundation, in Part or in tull. then the Hospital resorves it's right to make uP th€ shortfall from another NGO or any oth€r source. This

conlirmation ess€ ntialty slales that th9 Hospits
from Koshika Foundal'on ls only

lwill not avail any duPlicate assistance lor the sam€ pationucase from any othgr NGO oa any other Sour@

2)The assislance financial in nature. The choice of tho treatrnenuproced ure advised/conducted bY the Hospitsl on the

patiant. is based on the arrangemgnt botwsen thg Patient & ths Hospital. and is in no lvay influoncad bY Koshika Foundation. Hsnc€' the Hospital will

assume sole & com plete responsibility of th€ treatrnent & it's oulcolne & safety ol the Patient, and Koshika Foundation will have no role or responsibility

in the matter.
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