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1) By afilxing mY signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

usei Publish/Put'uPkeproduce mY name. address. Photo & d€tails of the 'purpos€-, for which such assistance is requestod/granted. through any

medium. including but not limited to verbal, print, electron ic, lor soliciling donatlons tor Koshika Foundat ion and/or dissemlnating rnformation about its

activities/achieyements Such use ol mY Photo & details can be made bt Koshika Foundatlon before or after my treatment or lutfilment ot lhe 'purpose'

for which assistanc,e is b€ing roquested

2) I (APPIicant) lurlher agree that any 6uch us€ of mY name, address. Photo & d€taile ol the'Purpose', lor wlrlch such assistancs is requestod/granted'

will not automatically e iue me for r€ceiving or continuing the said assistanc€ The declsion lor granting and/or conlinulng the assistanca will rest solely

with th€ Trustoes of Koshika Foundation' and thek decision is this rogard will be llnal and acc€Ptrablg to me
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By affixtng heteundet signature of our Authorisod Signatory for rocornl€nding lhb caso/patisnt tor financial assislance from Koshika Fooodation' we
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uesting to get lrom Koshi k, Foundation, to lhe extent that such assistanc€ is granted by Koshika Foundation. lf the requost€d assistanc€ is not granted
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or in full. then the HosP ital reserves it s right to makB up the shortfallfro m another NGO or any oth€r source. This

by Koshika Foundation. in Part
that the Hospital will not avail any duplicat€ assistancs lor th6 sam€ Pati€nucase irom 8nY othsr NGO or any othor sourc€

The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenUProcedu re advised/conducted bYth e Hospital on theconfirmation essentiallY statos

2)
t betwoen tho Patient & the HoEP ital. and is in no way inllusnced bY KoE hika Foundation. Henc€, the Hospital will

assume sole & complete responsibility ot the treattnent & its outcome & satety of tho Patient End Koshika Foundation rvill have no role or responsibilitYpatjont, ir based on the arrang€men
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