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1) By affixing mY signatu re or thumb impression on this Form, I (APplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/Publish/PuLuP/reProd uce my name, address' pholo & details of the 'Purpos e", for which such assistance is requestgd/granted , through any

medium, including but not limited to verbal, Print, electronrc, for soliciting donations for Koshika Foun dataon and/or disseminating information about its

activities/ achievements Such use of mY Photo & details can be made bY Kosh'ka Foundation b€lor6 or after mY treatment or fulfilmen t of the 'Purpose'

for which assistance is being

2) I (APPIrcant) ludher agree that any su
requested

ch use of mY name, address' Photo & details of the "Purpose', lor which such assistrance is roqusstgd/granted

will not automatically eniitte me for receiving or continuing the said assistance The decision lor granting and/or continuing the assistanca 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 affixing hereunder, signature of our Authorised Signatory lor recommgnding this case/patient for financial assistance from Koshika Foundalion, wg

1) that we neilher are presently nor will in future avail of financial assistance ftom another NGO o. anY other source, for the same Patienuca se, as we are
(Hosprtal) hereby affirm & accePt lollowing

req uesting to get lrom Koshika Foundation, to the 6x1ent that such assistance is gra nt€d by Koshika Foundation ll the requested assistance is not grantsd

Koshika Founda tior, in Part or in full. then the Hospital rsserves it's right to make u p the shortlall hom anoths r NGO or any other source I hts

states that the Hospital will not avail any duPl icate asslstance for the same PatienUcase from anY other NGO or any other source

The assistance from Koshika Foundation is only financ ial in nature The choice of the featment/Proced uro advised/conducted bY the Hos pital on the
co nf irmation essentiallY
by

2)
ent between the Pati€nt & the Hospital, and is in no lvay infuenced bY Koshika Foundation. Honce. the Hospital will

of the Patient, and Koshika Foundation will have no role or resPonsibility
patient , is based on the arrangem

assum e sole & complete resPonsibi lity of the treatment & it's outcome & salety
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