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ncencallation assistalor ch suchliable in tmFo lorr€jection/ca thisstatedasth€used lorbe purpo6e'ka ouF onlYndationKoshfromteceif ivedssistanceathatconfirm2 solemnlY
amountme lheo{ncensti Ulabyrequested rce/em ployersollfrom otheol anyinrsementreimbuof partinnolEhavethalconllrm3 hereby
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1) Bv aflixing my signalure or thumb improssion on this Form. I (Applicant) hereby agree & authorise Koshika Foundatign and it's Trustees to

use/publi sh/put-upheproduce my name. address photo & details of the 'Purpose" ch such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, lor solicitiog donations for Koshika Foundation and/or disseminating inlormation about it's

activiti€s/achievements. Such us€ ol my photo & details can b€ made by Koshika Foundatlon before or alter my treattnent or lulfilment ol the 'purpose'

for whlch assistance is being r€quested

2) I (Applicant) fudher agree that 8nY such use ol mY n6me, address, photo & d€tail9 ot ths 'purpose', lor whlch such a3sistance is requestod/granted'

will not automatically entitle me for receiving or conlinuing the said assistance- The docision for granting and/or conlinuing lhe assistance will rest solely

with the Trustees of Koshika Foundation, and th€ir d€cision ls this rogard will b€ frnal and accaphbl€ to m€
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'6tRr6I" wl Bsd 4t{cl 6I frdq qnrq ut qlq6rn d'n'

By affixang hereunder, signature of our Authorised Signalory for recommending this case/patient for linancial assistance from Koshika Foundation' we

(Hospital ) hereby amrm & acc€P t loilowing

1) that we neither are oresently nor will in futu re avail of llnancial assistance lrom Enothsr NGO or any oth6r source, for th€ same patient/case, as we are

requesting to get from Koshika Foundation , to the extent that such assistanco is granted by Koshika Foundatio n. lf the requestsd assistance is not granted

by Koshika Foundation' in Pa rt or in full, then the Hospital res€rves it's rlght to make uP the shortfall trom anothgr NGO or any othsr source This

confirmation essentially states that ihe Hospital will not avail any duPlicate assistanco lor the sam€ Pa tienucas€ lrom any othsr NGO or any other sourc€

2) The assistance from Koshika Foundation is only financia! in nature. The choice of thG treatmenuProcldure advised/cond ucted bY the Hospilal on the

palient . is based on the arrsngo ment betwoen the Patient & lh6 Hospital. and is in no way innuencsd bY Koshika Foundation. Hence, the Hospital will

assume sole & comPlete rgspons ibility of the treatment & it's outcome & safety ot the patient, and Koshika Found ation will have no role or responsibility
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