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1) By affixing mY siqnature or thumb impression on this Form, I (APPI icant) hereby agree & authorise Koshika Foundation and it's Trust€es to

use/Publish/Put-uP/ reproduce my name. address, photo & details of the'PUiP ose", for which such assislance is requested/9ra nted, through any

medium. including but not limited to verbal, Print' electronic, lor soliciting donations for Koshika Foundation and/or dissemrnating information about its

activities/achiev€men ts. Such use of mY Photo & details can be made bY Koshika Foundalon belore or after my treatmenl or lumlment ol th€ 'Purposg'

for which assistance is being requested such assistance is requested/granted'

2)t(Applicant) further agree that any such use ol mY name, address, Photo & details of the 'Purpose', lor which

will nol automatically entitle me for recelv ing or continuing the said assistance' The decision for granting andior continu;g the assislanca will rest solely

with the Trustees of Koshika Foundation' and their decision is this regard will be final ahd acceplable to me
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By affixing horeunder. signature of our Authorised Signatory lor rccommending this case/patient tor financial assistance lrom Koshika Foundation' lve

(HosPital) hereby affrm & accept following
uture avail of llnanci al assistance irom anothe r NGO or any other source, for the same Patien t/case, as we are

, b the extent that such assistance is grant€d bY Koshika Foundati;n. lf tho requested assistance is not granted
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ductod bY the HosPital on the
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confirmation esse ntially states that the HosP ital will not avail any duplicate assistanCe for the same Pati enucase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only flnancial in nature The choice of the treaun€nVProced ure advisod/con

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

assume sole & complete responsibility of the treatment & it's outcome & safety of the Patient, and Koshika Found ation will have no role or responsibility
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