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1) Bv aflixing mY signature or lhumb impression on this Form. I (Applicant) hereby agree & aulhorise Koshika Foundation and ifs Trust€el to

use/publish/Pu t-up/reproduce mY name, address. photo & details ol the "Purpose", for which such assistance is requested/granted' through any

medium. includ ing but not limited to verbal, Pri nt, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about ils

activities/achievernents. Such use of my photo & details can be made bt Koshika Foundation before or after my trealment or futfilment of lhe 'purpose'
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with lhe Trustees of Koshika Foundalron, a;d their decis;n is this r€gard will be final and acceptable to me'
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By affixrng hereunder. signature of ou r Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following
'1) that we neither are presently nor will in future availof financial assistance from another NGO or any other source. lor the same patient/cas9' as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the req uested assistance is not granted

by Koshika Founda tion, in Pad or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

con llrmation essentiallY states that the Hospital will not avail any duplicate assistance lor the same Patient/case from any othar NGO or any othar source

2)The assistance from Koshika Foundation is only financial in nalure. The choice of lhe treatmenUProced!re advised/conducted by the Hospital on the

patient, is based on the arrangement between ths Patient & the Hos pital. and is in no way influencod bY Koshika Foundation. Hence. the Hospital will

ass ume sole & complete,respons ibility of the treatment & it's outcome & safety ol the Patien t, and Koshika Found aiion will have no role or rasponsibility
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