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1) Bv affrxing mY signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

& details of the 'Pumose' for which such ass istance is requested/gra nted, through any

nic, for soliciting donations for Koshika Foundation and/or disseminating information about ifs
mv name, address, Photo

ted to verbal, Pnnt, electrouse/Publ ish/pul-uP/reproduce

activities/achievements. Such use of mY Photo & details can be made bY Koshika Foundation belore or after my trg8tment or fumlmgnt of tho "Purpose"

medium. including but not limi

for which assistance is being

2) I (APPI icant) lurther agree that any su
requested

ch use of mY name, address, Photo & detai ls ol the 'Purpose', lor which such assistancl is requested/granted,

will not automaticallY entitle me for receiving or continuing the said assistanc€. The decision lor granting and/or @ntinuing the assistanc€ will rest 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 afiixing hereunder, srgnaturs of our Authorised Signatory tor recommending this case/Patient Ior financial assistanc€ from Koshika Foundation' wo

1)that we neither are presently nor will in future avai I of financial assistance from another NGO or any other source, for the same patienucase , as we are

(HosPital) herebY affirm & accept following

ke uP the shortfall lrom another NGO or any other source. This

requesting toget fiom Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation lI thg rsqugsted assistance ls not granted

by Koshika Found ation, in Patl or in full, then the Hospita I roserv€s it's right to ma NGO or anY other source

c!nfirmation essentiallY states that the Hospitalwill not avail any duPI icate assistance lor the same Patienv6ase from any other

the Hospital will

2l The assistance from Koshika Foundatron is only {inancial in nature Th6 choice of the featment/Procedu re adv ised/conducted bY the HosPital on the

. is based on the arrangement between the patient & the Hospital, and is in no way influenced oY Koshika Foundation. HBnce.
or responsibility

assum e sole & complete resPonsibi lity of the treatment & it's outcome & ;ety ot the Patient , and Koshika Foundation will have no role

patient
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