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1) By afiiring mY signature or thumb imProssi on on this Form. I (APPli cant) hereby agree & Euthorise Koshika Foundation and it's Trustees lo

use/publish/Put-uP/ reprduce my name. address, photo & details of the 'Purpose' , lor v{hici such assistance is requested/granted, through any

medium, including but not limited to verbal, Print, electron ic, lor soliciting donations for Koshika Foundation and/or disseminating information about its

activities/achieY€menls Such use ol rny Photo & details can be made bY Koshika Foundation before or afler my treatrnent or fumlment ol the 'purpose

2) I (Applicant) lunher agree that any such u3€ ot mY neme, addrsss, Pholo & dotails ol th6'purpose', tor whlci such assistance is requostod/grant€d,for which assistance is being rsquested

will not auto matically entiue me for receiving or continuing the said assistance The decigion lor granting and/or continuing the assislance will rest solely

with the Tru ste€s of Koshika Foundation, and thek decision is this .ogard will b€ final and acceptable to me
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By affxing hereunder, signature of our Authonsed Signalory for r€corflm€ndi ng this case/Patrent fo. financial asgistanco frorn Koshika Fo{ndstbn, wo

1) thEt we neither are Presently nor will in fu ture avail of financial assistanca Lom Snothor NGO or any oth9r sourco. for tho somo patiBnt/case, as we ale
(Hospital) hereby amrm & accept following

requesting to get from Koshika Foundation. to the extent that ;uch assistance is granted bY Koshika Foundation il the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the HosPital rsssrv es it's right to make uP the shortfall from anoth€r NGO or any other sourco This

confirmation esse ntially stat€s that the Hospital rvill not avarl any duplicatg assistance for tho sam€ Patont/ca s€ from any other NGO or any oiher sourc€

2l The assistance from Koshika Foundati on is only financial in nature. The choice of the treatmenuprocedure advised/conducted bY the Hospital on the

is based on tho arangement b€tw6€n the pati€nt & tho Hospital . and is in no way influenc€d bY Kosh ika Foundation. Honce . the Hospital will

pationt, end Koshika Foundati on will have no role or responsibilitY

assume solo & comPlete responsibility of the t.eEtrnent & it's oulcome & safety of the Patisnt'
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