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for which assislance is bsing requested. {6r srhtch .uch assbtance is requested/granted,

2) I (Applicsnt) tudher agroe that any such use of my nam6' address phob A dehils ol tho 'purpos€' lor whlch such assbtanc

wi* nor auromaticary entiue me ror recervrnii Liii.,rrgii" ."id *iistance. rrre oelsioo ioriianting and/or continulng the assi3tsnce will rest solely

with lhe Trustoes of Koshika Foundatlon. a;Jtheir decisi;n is this roggrd will bo llnal and acc€ptable to me'
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1) By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agree & suthodse Koshika Foundation and it's Trustees to

use/publish/Pu t-upreproduce mY name, address, photo & details of tho 'PUrPosG' . for which such assistance is requested/granted, through any

medium. including but not limited to verbal, Print, eleclronic, for soliciling donations tor Koshika Found ation and/or disseminating intormation abou t it's

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation before or after my treatrnenl or lumlment of the 'puoose"
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By affixing hereunder, signature of our Authorised Signatory for recommending thi8 case/pationl for linancial assistiance from Koshika Foundation' we

(Hospital) hereby affirm & accept lollorving

1) that we neither are Presently nor will in future avail of financisl sssistanco from enothgr NGO or any other sourc6, lor the samg Patlent/case, 6s we arc

requosting to get from Koshika Foundation, to the exten t that such assistance is granted by Koshika Foundation ll the req uested assistanc€ is not granle

by Koshika Foundatlon, in Part or in lult, then the HosPital s righl to make uP the
licato assistanc€ for th
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6 same Pati 6nt/case from anY othar NGO or any othor sou.ce

confirmation esso ntially statos that th6 Hospital will not avail any dup the Hospital on lhe

2l The assistance from ioshika Foundation is only financial in nature The choice of the treatmen l,lproced ure advised/conducted bY

palien t, is based on the arrangement betwe6n lhs Patient & the Hospital. and is in no v'ay inffuenced by Koshika Foundation. Hence , the HosPital will

assume sole E comPlete responsibility of the tr8atment & it's outcomo & salety of th€ pati€nt' and Koshlka Foundat ion will have no role or responsibility
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