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1) By affixing mY signatu re or thumb rmpresslon on this Form' I (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

name. address. Photo & details of the'purpose', lor which such assistance is requested/gra nted, through any

use/publish/put'up/reproduce my

medium, includrng but not Imited to verbal, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminal ing information about it's

activities/achieveinents. Such use of my photo & details can be made bY Koshika Foundation belo re or after mY treatment or fullllment of the 'Purpose

2) I (Applicant) turthel agree that any such use of mY name, address' Photo & details ol the'purpose', for which such assrstance is requested/granted,for which assistance is being request€d

will not automa tically entitle me for recaiving or clntinuing tho said assistance. The docision lor granting and/or conlinu ing the assistanca will rest solBly

with the Trustees of Koshika Foundation, and their decision is this regard wi ll be tinal and accePtable to me
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By affrxing hercunder signature of our Authorised Signatory lor recommending this csse/pationt for financial assistance lrom Koshika Foundation' wg

1) that we neither are Pre sently nor will in future avail of linancial assistance nv cther source, for the same
ioundatron. lf tho requ€sled assistance is

patienVcase , as we are
not granted(Hos pitdthereby affirm & accept following: from another NGO or a

req uesting to get from Koshika Foundation, to the extent that such assistance is gra ntsd bY Koshika

art or in full, then the Hospita I resorves it's right to make up the shortfall from another NGO or any olhgr source. This

by (oshika Foundation in P
s that the Hospitalwill not avail any duplicate assistance for the same Pa tienucase from anY other NGO or any other source

2)The assistance from Koshi ka Foundation is only financial in nature. The choic€ of the treatmenUProcedure advrsed/conducted bY th€ Hospital on the
conllrmation essentially state

ment between the Pa tient & the HospitaI, and is in no way influenced bY Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility ol the treatment & it's outcome & safety ol the Palien t. and Koshika Foundation will have no role or resPonsibility
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