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1) By afflxing my signalure or thumb impression on this Form, | (Applicant) hereby agtee & aulhonse Koshika Foundation and it s Trustees to

use/publish/Put-up/reproduce mY name address' photo & details of the 'PUrPose" lor which suoh assistance is requested/granted, through any

medium, includi ng but not limrted to verbal, Print, electronic, for soliciting donations for Koshika Foundarion and/or dissemlnating information about it's

activities/achieve ments. Such use of mY Photo & details can be made bY Koshika Foundation before or after my treatment or fumlment ofthe'purpose"

2) I (Applicant) further agree that any such use of mY name, address, photo & details of the'purpose"' for which such assistance is rsquested/granted'for which assistance is being requested

will not automatically entitle me for rec'€lvlng or continuing tho said assistance. The decision for granting and/o. continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ linal and acceptable to me
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By atfixing herounder. signature of our Authorised Signatofifor recommending this case/patient for financnl assistance from Koshika Foundation' we

(Hospital) herebY afiirm & accePt following patienUcase , as we are

1) that we neilhet are presently nor will in fu ture avail of financial assistance trom another NGO or anv olher source, for the same
ioundatron. lf tho roqu€sled assistance rs not granted

requesting to get from Koshika Foundation, to the extent that such assistanc€ ls gra nted by Koshika

by Koshika Foundation, in Part or in full. then the Hospitat rssgrves it's right to make up the shortlall from another NGO or any other source. Thls

confi rmation ess€ntially states that the Hospita lwill not avail any duPlicate assistance fo . the same Patienucase from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnent/P rocedure advised/conducted bY the Hospital on the

ment between the Pa tient & the HosPital, and is in no way influenced bY Koshika Found ation. Hence, the Hospital will
2l

assume sole & complete responsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilitypatien t. is based on the arrange
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