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1) By affrxing my signature or thumb imoression on thrs Form. I (App

. address, Pnoto & detarts of the'purpose", lor which such
licant) hereby agree & author ise Koshika Foundation and it's Trustees to

assistance is requested/g ranled, through any

medium, including but not timited to verbal, Print, electronic, for soliciting donations tor Koshika Foundation and/ot disseminating information about ifs
usei publish/P ut-upkeproduce mY name

activities/achieveme nts. Such use of mY Photo & details can be made bY Koshika Foundation befo re or aftgl mY treatmenl or fullllment of the 'Purpose

for which assistance is being requested assistance is requested/granted '

2) I (Applicant) fudher agree that anY such use of my name, address, Photo & details of the "Purpose" , for which such

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

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and accePtable to me
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By affixing hereunder. signature of our Authorised Signatory for recommending this case/patisnt for financialassistance from Koshika Foundation w€

(Hospital) hereby affirm & acc ept following patrenucase, as we are 
.

assistance is not granlgo
1) that we neither are PtesenllY nor will in Iu ture avail of linancial assistance from anoth er NGO or any other source, for the same

requ esling to get from Koshika Foundation, to the extent that such assistance is grantod bY Koshika FoUndatio n. lf the requested

by Koshik; Found ation, in Part or in full, then the Hospital reserves it's right to make !P the shortfall from anoth er NGO or any other source- This

confirmation essentiallY states that the Hospitalwill not avait any duplicate assistance for the same Patienl./case from any othe. NGO or any othgr source

2) The assistance lrom Koshika Foundation is only financial in nature. Ths cho ice of the treatmenUprocedure advised/conducted bY the Hospital on the

patient, is based on the arrangem€nt betweon the Pat ;nt & lhe HosPMl, and is in no way iofluenced by Koshika Foundation. H€nce, the Hospital will

assume sole & .omPlete responsibility ol the treatmen t & it's outcome & salety oI the Patient, and Koshika Found ation will have no role or responsibilitY
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