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1) By affixing my signature or thumb impression on this Form, I

use/publish/pul-upheproduce my name, address. photo & detail

medium, including bul not limited to verbal, print' electronic, for

activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & aothorise Koshika Foundation and ifs Trustees to

s of lhe'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about ifs

made b-y Koshika Foundation before or after my keatmsnt or fumlment ol the'purposs'

for wlrich assistance is being requested

2) I (Appticant) lurther agree thaiany such use of my name, address, photo & details ofthe'purpose", for which such assistancs is requosted/grantad'

wil not automaticaly entifle me for receivint or continuing the said assistance. The decision for granting and/or @ntinuing the assistancs will rest 8ololy

with th6 Trustees of Koshika Foundation, and therr decision is this regard will be finaland accaptable to me
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Koshika FoundStbn' wg

(Hospital) hereby afiirm & accept following
1) that we neither are presenlly nor will in fu ture avail of financial assistance from another NGO or any other source. for the same patienucase, as we arc

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requestgd assistanc€ is not granted

by Koshika Foundation, in part or in full. then the Hospita I reserves it's right to mako up the shortfall from another NGO or any other source. This

confi rmation essentiallY states that lhe Hospital will not ava il any duplicate assistance for the same patienvcase from anY other NGO or any othsr sourca

2) The assistance from Koshika Foundataon is only llnancial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the afiangement between the Patient & the Hospital, and is in no way influenced by Koshika Foundation H€nce, the Hospitalwill

assume sole & comPlete responsibility of the lrealment & it's outcome & gafety ofthe Patien t, and Koshika Foundation will have no role or responsibility
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