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|i [[}.,H:[tfiIT":"T,} ;""1T"1T," *e or my name, addre$, pioro & dot8irs or th€ 'purpose" for which such assistanca is requ€sted'/srantod'

wi not automatica y entitle me for roceiving or continuing the said ass,rona". -n" iJron io.iranting and/or continuing the assistancs will rest solely

*i1lr t 
" 
r."t""" or'xoshika Foundatlon. a;d th€ir docis;n is this regard will b€ linal and acceptabl€ to me'
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By affixrng hereunder, sign ature of our Authorised Signatory lor recommending lhis case/pal ient lor financial assislance from Koshika Folndation' we

(Hospital) hereby afilrm & acc€Pt following

1) that wo neither are Presently nor will in future avail of financia I assistancs from onothor NGO or any other sourc€, for lhe samo Patienucasg, as ws are

reQuesting to get f.om Koshika Foundation, to the extent that such assistan@ is grantod by Koshika Foundation. ll the requestsd assistance is nol granted

by Koshika Foundation in oart or in full, thon ths Hospilal res€rv

st;Gs thal th€ Hospital will not avail any
es il's right lo mako up the shor{Lall ftom anolher NGO or any other source. This

confi rmation essentiallY duplicate assistanc6 lor tho sam€ Patign t/cas€ from any oth€r NGO or any other source

2)The assistance from Koshika Foundation is only financral in nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the

patient, is based on lhe arangsmgnt botwean tho Pa ti6nt & the Hosgital. and i6 in no way iniuoncsd bY KoEh ika Foundation. H€nc€ , the Hospital will

assume sole & comPlete responsibility ol tho trestment & it's outclme & ssfety of the patient, and Koshika Foundstion will havo no ro le or responsibility

1) Bv afilxing my signature or thumb impression on this Form, I {Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/publ ish./put-up/reproduce my name, address. photo & details of ths'purpose', for whici such assistance is requested/granted, through any

medium, inciudrng but nol limited to verbal, priot electrooic, lor soliciting donations lor Kosh ika Found ation and/or dissominating inlormation sbout it's

activities/achievements such use ol my pholo & details can b€ made by Ko3hika Foundauon betore o; afier my treatment or fumtmont ol th€'purpose'
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