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1) 8y affixing my signature or thumb impression on this Form, I I Appl icant) hereby agree & authorise Koshika Foundaton and it,s Trustees touse/publish/puh.lpreproduce my name, address, photo & detailsof the'purpose", for which such asststance is requested/granted, through anymedium, ancluding bul not limited to verbal, print, elect onic, for soli ciling donations for Koshika Foundation and/or dissemanating inrormation about it,sactivities/achievements. Such use of my photo & detaits can be made by Koshika Foundation before or after my treatment or futfitment of the ,purpose"
fo. which assislance is being requested
2) I (Applicant) further agree that any such use of my name, add.ess. photo & details of lhe .purpose,,, 

for which such assistance is requested/granted,will not automatically entitle m€ for receiving or continuing the said assistance. The decision for granting and/or conlinrin! ti" rarlat"n"" *ill rsst solelywith th€ Trustees of Koshika Foundation, and their decision is this rogard will be ,inar and acceptaote tJme.
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By afllxing hereunder, signature ol our Authorised Signatory for recommending lhis case/patient for frnancial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept follow,ng:
'1) that we neither are presently nor will in luture avail of flnancial assistance fom another NGO or any other source, for th€ same pati€nucase, as we are
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requesled assistan@ is not granted
by Koshika Foundation, ln part or in full, then the Hospital reserves it's right to make up the shorttall lrom another NGO or any oth€r source. This
confirmation essontially states that th€ Hospital will not avail any duplicate assistancs for the same patienvcasa from any other NGO or any othgr sourc€.
2) The assistance from Koshika Foundataon is only financial in nature. The choice of the treatmenvprocedure advised/conducted by lhe Hospital on the
palient, is based on the arangement between the patient & the Hospiial, and is in no way influenced by Koshika Foundation. Hence. the Hospital will
assurne sole & complste responsibility of the treatment & it's outcome & safety of the pati6nt, and Koshika Foundation will hav€ no .ole or responsibility
in lhe matter.
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