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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limiled to verbal, print, electronic, lor

activities/achievements. Such use of my photo & details can be

for which assistance is being requested-

2) I (Applicanl) fudher agree that any such use of my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted,

wilt not automatically entitle me tor receivint oi continuing the said asiistance. rhe decision lor granting and/or continuing the assistance will rest solely

with the Truslees of Koshika Foundalion, and their decision is this regard will be flnal and acceptable to me
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By affixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

(Hospitali hereby afiirm E accept lollowing:
at we neilher are gresently nor will in fu ture avail of flnancial assistance from another NGO or any other source, for the same patienucase, as we are

1) th
requ esting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full. then the Hospil al reserves it's right to make up the shortfall from anoth€r NGO or any other source. This

con firmation €ssentially stat€s that the Hospital will not avail any duplicate assistance tor the samc patienvcase fiom any other NGO or any other source

2) The assistance lrom Koshika Foundation is only flnancial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on lhe

pati€nt, is bas€d on thB arrangoment betwesn the patient & the Hos pital, and is in no way influenc€d by Kosh ika Foundation. Hence, ths Hospitalwill

assume sole & complate responsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the matler.
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