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'1) By affixing mY signalure or thumb imPression on this Form, I (APplicant) hereby agree & authorise Koshika Foundation and its Trustess to

use/PUblish/Put-uPkeProd uce my name, address, photo & details of th6'Purpose', for which such assi stance is requ€sted/ granted, through any

medium, including but not limited to verbal, Print, electroni c, lor soliciting donations lor Koshika Foundation and/or disseminating information abou t i1's

aclivities/achievements. Such use ol my pholo & details can be made bY Koshika Foun dation belore or afier my treatment or fulfi lment ol the 'PUrPose'

2) I (Applicsnt) lurrher agree that any such use of mY name, address, Photo & details ol the 'purpoe6', lor which such assistance is requested/granted 'for which assistance is being requested

will not automatically entitte me for receiving or continuing the said assistance Tho decislon for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their docisi;n is this rogard will bo final and accePtable to me
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/pat'ent lo r financial assistance from Koshika Foundation' we

(HosPital) hereby afllrm & accept follo\Ying:
re avail of flnancial assislance from snother NGO or sny othar sourc€. lor lhe same Pationu c€s€, as we ale

requesling to gel from Koshika Foundation, to fie extent ihat such assistiance is granted bY Koshika Foundation lf the requested assistanc€ is not granted
'l) that we neither are Presently nol will in futu

by Koshika Foundation, in Part or in tull, th€n the Hospital reserves it's right to make !P the shortfall lrom anothor NGO or any other source This

confirmation essentiallY states that tho Hospital w ill not avail anY duplicato assistance for the sam€ patienl./cass from 8nY othsr NGO or any oth€r source

The assistance from Koshika Foundation is only financial in nature. The choice ot the treatrnenUproc€d ure advised/conduated bY the Hospital on the

ent between the Pa tient & the Hospital, and is in no waY influenced by Koshika Foundstion. Honc€ , th€ Hos9ital tYill
2)

ass ume sol€ & complete resPonsi bility of the treatm€nt & it's outclmq & salgty of tho Patignt. 6nd Koshika Fou ndation will have no role or rssponsibilitypatisnt, is based on the arrangem
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