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1) By affixing my signature or thumb imPression on lhis Form, I (Applicant) hereby agree & authons€ Koshika Foundation and it's Trustees to

use/Publish/P ut-uP/rePloduce mY name, address' pholo & details of the 'Purpose' , for which such assistance is requested/granted, through any

medium, including but not limited to \ierbal, Print, etectronic, for soliciting donations for Koshika Foun dalon and/ol dlssemlnating informatlon about it's

activitievachievem ents. Such use of mY Photo & details can be made bY Koshika Foundation before or after my treatment or futftlment ot the 'purp6e

2) I (ApPlicant) lurther agree thal anY suc h use of mY nams, address, Photo & details of the "Purpose",lor which such assistanc€ is requested/granted'for which assistance is being requested

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistiance will rest solely

with the Trustees of Koshika Foundation' and their decision is this regard will be final and accePtable to mg
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financ ial assistance lrom Koshika Foundation, we

(Hospital) hereby afiirm & accept following

1)lhat we neither are Presently nor will in future avail of financial assistance from another NGO or any other source, for the same Pa tienucase, as we are

requesting to g€t from Koshika Foundation , to the extent that such assistance is g rantod by Koshika Foundation. lf tho r€quested assi stance is not gftlnted

in part or in tull, then the Hospita1 ,s99rv9E it's right to ma ke up th€ shortfall from anoth€r NGO or any other sou rc6. This

states that the Hospital will not avail any duplicate assistan ce for the same Patien Ucase from any other NGO or any other source
bv Koshika Foundation,

c;nfirmation essentiallY
2) The assrstance from Koshlka Foundation is only financral in natur€- The choic€ of the treatment/Procedure advised/conducted bY the Hospital on the

patient, is based on the afiangemen t between lhE Patient & the HosP ital, and is in no way influenced bY Koshike Foundation. Hence , the Hospital will

assume sole & comPlete resPonsibili ty ol the treatment & it's outcome & satety ol the Patient, and Koshika Foundation will have no role or responsibilitY
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