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lT,iffl,:::l;flr"":"1#,1""1""""JT;", *e or my name, address, phoro & details or the "purpose". ror which such assistance is resussted/sranted'

w* not auromalicary entrtte me ror recervrni'or """ii"r.gii" ""id "riistance. 
1;re oJision tiiianting anolor continuing the assistanc€ will r€st solely

with the Trustees ol Koshika Foundation' a;d their deosi;n rs thrs regard will be final and acceptable to me'
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1)Bv affixrng my signalure or thumb impress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

use/publish/put.up/reproduce my name, address, pholo & details of the "Purpose" , for which such assistance is requested/granted, through any

medru m, including but not limltsd to verbal, print' electronic, for soliciting donations for Koshika Foundation and/or dissemtnating information about it's

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation before or after my treatmsnt or fumlment ol the 'purpos€'
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By affrxing hereunder, signalure of ollr Au thorisod Signatory for recommending this case/patient for financial assislance from Koshika Foundatiol' we

(Hospital)herebY affirm & accePt following
avail of financial assistance from another NGO or any other sourc€, for the same Patienucase , as we are

e extent that such assistance is granted bY Koshika Foundat ion. lf the requested assistaflc€ rs not granted1)that we neither

Koshika Foundation, in Part or in full, then the Hospital reseNes it's right to rnake uP the shortfall lrom another NGO or any oth€r source. Thisrequesting to get

that the Hospital wil I not avail any duPlicate assislance for the same Patienucase from any oth€r NGO or any other source

arc presently nor wll in future
from Koshika Foundation,lo th

by

2) The assislance from Koshlka Foundation is only financial in nature. The choice of th€ t.eatmenuproced ure advised/conducted by the Hospital on theconfirmation essentiallY states

patient. is based on the arrangement between the Pa tient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence , the Hospital will

assume sole & comPlete resPons ibility ol the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or resPonsibilily
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