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1) By affLxing mY signature or thumb imPression on this Form, t (Applicant) hereby agree tauthorise Koshika Foundation and it s Trusteos to

use/publish/Put-uP/reP roduce mY name, address, photo & details of the 'PUrPose" ch such assistance is requested/granted , through any

medium. including but not lamrted to verbal, Print, eleckonic, lor soliciting donations for Kosh ika Foundation and/ot disseminating inlo rmation about it's
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will not a utomatically entitle me lor recaivinq or continuing the said assistance The decision for granting andior continuing the assistanc€ will rost solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accePtable to me.
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by Koshika Foundation, in Part or in futl, then the HosPita I reserves it's right to make u p the shortfall from anoth er NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source
Hospital on the

The assistance from Koshika Foundation is onlY financial in nature The choice of the treatmenuproc€dur€ advised/conducted bY the

pationt, is based on the anangement between the Patien t & 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 Patien t, and Koshika Foundation will have no role or responsibilitY
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