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ASSISTANCE:H



1) Bv afiixing mY signature or thumb impression on thrs Form. I (APPli canf) hereOY agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/P ut-up/reproduce mY name, address, Photo & details of the'purpose' lor which such assistance is requested/g ranted, through any

medium, including but not timited to verbal, Print, electronic, for soliciting donations for Koshika Foundation and/or disseminalng information about ifs

activities/achievoilents Such use ol mY Photo & details can be made bY Koshika Foundation betore or after my treatment or fuifilm€nt ol the 'purpos€

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

2) | (Applicant) lurther agree that any such use of mY r.ame. address, Photo & details ol the 'Purpose'

ll not automatically entitle me for recsiving or conlin uing the said assistance The decision for glanti ng and/or conli nuing the assistancs will lest solely

with the Trustees ol Koshi ka Foundation, and their decis ion is this regard will be final and acceptable to me
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By affrxing hereunder, slgnature of our Authorised Signatory lor recommenoing tnis case/patient for flnancial assistance from Koshika Foundation' v'o

1)that we neilher are Presently nor will in Iuture avail of linancial assistance from another
assistance is grant€d bY

NGO or any other
Koshika Foundat

source, for the same
ion. ll the requestod

patienucase, as we are 
.

assistanc€ is not granloo(Hospital) hereby affirm E accept following

requesti ng to get fiom Koshika Foundation :to th€ extent that such
p the shortfalt f.om another NGO or any oth€r source. This

by Kosh ika Foundation , in part or in full, then the Hospita I reserves it s right to mako u any other source
Hospital on lhe

confirmation essentiallY states that the HosPilal will not avail any dupli cate assistance for the same Patienucase from any other NGO or

2) The assistance from Koshika Foundation is only financial in nature The choice ol the treatmenUProced ure advtsed/conducted bY the

t. is based on th€ arrangemEnt between ths Pa tient & the Hospital, and is in no way influenced bY Kosh ika Foundatlon Hence. the Hospital will

assume sole & complete responsibility of the treatment & ifs outcome & safety of the Patien t. and Koshika Found ation wili have no role or resPonsibility
patien
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