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By aflixing mY srgnature or thumb imPrcssion on this Form, I (APPIicant) hereby agree & authorise Kosh ika Foundation and il's Trustees to

& details of the "Purpose" , for which such assistance is req uested/granted, through anY
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medium, ing dut not lircited to verbal, Print, electronic, for soliciting donations lor Koshika Foundalion and /or disseminating information about its
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with the Trustees of Koshika Foundation' and their decision is this regard will be flnal and acceptable to me
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By affixing hereunder srgnature of our Authorised Signatory for recommending this case/pationl for linancial assistance from Koshika Foundation' we

1) that we neith;r are Presently nor willin future avai I ol llnancial assislance from another NGO or any other sou rce. for lhe same Patient/ case, as we are
(HosPital) hereby affirm & accspt lollowing

req uesting to get lrom Koshika Found ation, to the extent that such assistance is gra nted by Koshika Foundation lf the requested assistance is not granted
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the Hospital on lheby

2) The assislance from Koshika Found ation is only financial in nature. The choice of the treatmenuprocedure advised/conducted bY
confirm ation essentiallY

influonced bY Kosh ika Foundation. Hence, the HosPitalwill

patient, is based on the aftangement between the Patient & the Hospital and is in no way

assurre sole & complete responsibility of the treatment & its outcome& salety of the Patient , and Koshika Fou ;dation witt have no role or resPonsibilitY
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