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'l) By afflxing my signature or thumb impression on this Form' I

use/publish/put-upkeproduce my name, address, photo & detai

medium. includifq but nottmited toverbal, print, electronic, for

activities/achievem€nts. Such use of my photo & details can be

rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation belo.o or alter my lreatment or fulfilment of the "purpose"

for which assistance is being requcsted.

zJr (appricano rurtrer agreJthaiany such use of my name, address, photo & details ol the'purpose'. tor which such assistance is requestsd/granted,

w-ill not automatically enii e me for receiving or cont;nuing the sald assistancs. The decision for granting and/or continuing the assistancs will rost solely

with the Trustees of Koshika Foundation, and lheir dscision is this regard will be final and acc€ptable to mo'
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By atfixing hereunder, signatu re of our Authorised Signatory lor recommending lhis case/patienl for financial assistance from Koshika Foundation, we

(Hospital) hereby afflrm & accep t following
1) ihat we neither are presently nor will in fu ture avail of flnancial assistance from another NGO or any other sourco, for the same patienucase, as we are

requesti ng to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Fou ndation lf lhe requested assistance is not granted

by Kosh ika Foundation, in part or in full, then thB Hospital reservos it's right to make up the sho.tfallfrom another NGO or any other sourc€. This

confirmalion essentially states that the Hospital will not avail any duplicate assistance for th€ same Patienu case from any other NGO or any other source

2) The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedu re advised/corducted by the Hospital on the

palient, is based on the arangement b€tween the patient & the Hospital. and is in no way influenced by Koshika Foundation. Henc6, th€ Hospitalwill

assume sole & complete responsibility of th€ treatment & it's outcomo & safety of tho patient, snd Koshika Foundation will have no role or responsibility

in the matter.
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