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1) By aftixing my signature or thumb impression on this Form' I

uie/publish/purupi reproduce my name, address, photo & deiail

medium, including but not limited to verbal. print, slecttonlc, fot

activitiesi achievements. Such use ol my photo & details can be

(Applicant) hereby agreo & authorise Koshika Foundation and it's Trustees lo
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Lri"itingion"tiont fo, Koshika Foundation and/or disseminatlng lnformation sbout ifs

."0" u"v i""t ir" f"r"dation before or after my treatment or tutfilment o' the'purpose'

for which assistance is being requested.
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wiI not automatically entitle me for receivtng or continulng the said assistance. The decision ior granting and/or contlnuing the asslstanc€ wlll rest solely

wllh the Trustees oiKoshika Foundation, and th€ir dscision ls this rEgard will be linal and acceptable to me'
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gy afiixing hereunder, signature of ourAuthodsed Signatory for recommending this case/patienl for financial assistance trom Koshika Foundation' we

(Hospital) herebY aflirm & accept lollowing:
il of financial assistance f.om another NGO or any other sourc6, for the same patient/case, as we are

th6t we neither are presently nor will in future ava

request ing to get from Koshika Foundation, to the extent lhat such assistance is grantod by Koshika Foundation. lf the requested assistanca is not granted

by Koshika Foundation, in Part
conlirmaton essentiallY stales that the Hospital will not avail any duplicatg assistance tor the same patient/case lrom anY

any olh€r source. Thls
other NGO or any olhsr sou.c€or in full, then the Hospital reserves it's right lo make uP the shortfall kom another NGO or

2) The assistance lrom Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/cond ucted bY th€ HosPital on the

patient, is based on the arrangemsnt betwsen the patis nt & the Hospital, and lE ln no way influenc€d bY Kosh ika Foundation. H€nce , the Hospitalwill

assume sole & complele responsibility of the treatrnent & it's outcomo & sslsty of the PatiEnt' and Koshika Foundatio n will hav€ no role or responsibility
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