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1) By affiring mY signature or thumb impre ssion on this Form, I (APPI icant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/PUt-uP/ ieproduce mY name address, photo & details of th lor which such assista nce is req uested/granted' through any
e'purpose"

medium. includinO but not limited to verbal' Print , electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's

activities/achievemen ts. SLlch use of mY Photo & details can be made bY Koshika Foundation belorg or after my treatment or fulfilment of the 'purpose

2) I (Applica nt) further agree that any such use o, mY name' address, photo & details ol the "pulpose"' for which such assistance is requested/granted'for which assistance is being requested

will nol auto matically entitle me for receiv ing or continuing the satd assislance The d€cision for grantlng and/or continuing the assistance w'll rest solely

with the Trustees oI Koshika Foundation and their decision is this regard will be llnal and acceptable to me
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By aflixing heIeundet. srgnature of out Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation we

)that we neither are presentlY nor will in future avail of financial assistance from another NGO or 8nY other source. for the same patient/case , as we are
Hospital) herebY afiirm & accept tollowing

ranted by Koshika Foundation. lf the requested assistance is not granted

reqLresting to get from Koshika Foundation. to the extent that such assistance as g

oth€r NGO or any othol source
by Koshika Foundation, in Part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essontiallY states that the Hospita I will not avail any icate assistance for the same patienl/caso from any
the Hospital on thedupl

2) The assistance from Koshika Foundation is only flnancial in nature The choice of lhe treatmenUProced ure advised/conducted bY

patient, is based on the arrangement between the patient & the HosPital and is in no way influenced bY Kosh ika Foundation. Hence . the HosPital will

assume sole & com plete resPonsibi lity of the treatment & its outcome & safety oI the Patient, and Koshika Foundation will have no role or responsibility
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