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

us6/publish/put-up/reproduce my name, address, photo & detail
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activities/aciievements. Such use ot my photo & details can be
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witt noi autoriticatty entifle me for receiving or continuing the said assistance. The d8cision lor granting and/or continuing the assistanca will rsst sol9ly

with the T.Ustees of Koshika Foundation, and th€ir d€cision is this regard will bo final and acq€ptabls lo mo.
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By affixing hereund er, signature of ourAuthorised Signatory for recommending this case/patient for linancial assistanc€ lrom Koshika Foundation, we

(Hospital) hereby affirm & accept following
'l) that we neither are presentty nor will in future avail ol llnancial assistanco from anoths. NGO or 8ny other source. for th€ samg patienucasa, as wo aae

requesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf tho rsquested assistancr is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it s right to make up the shortfall lrom snother NGO o. any other source. Thls

conllrmation essentially stat€s thal lho Hospital will nol avail any dupllcaie assislancs ior tho samg pati€nucase from any other NGO or any othor sourco

2) The assistance from Koshika Folndation is only financial in nature. The choice ot lhe treatmenuprocedu re advised/conducted by the Hospital on ths

pati6nt. iE based on the arrango ment between lh8 patient & the Hospita I, and is in no way influenced by Kosh ika Foundation. Hence. the Hospitalwill

assumo sole & comPlete responslbility of the treatment & it's outcomo & safsty olthe pati€nt, and Koshiks Foundalion will hsvo no rolo or rssponsibility

in the matter.
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(Applicant) hereby agree & suthoriso Koshika Foundation and it's Truste€s to

s of the 'purpose', for which such assistance is requested/granted, through any

soliciting donatlons for Koshika Foundation and/or disseminating lnformadon about lfs
made bt Koshika Foundation belore or after my treatment or fumlment o{ the 'purpos6'
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