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1) By afiixing mY signature or thumb impression on thrs Form. I (Applicant ) hereby agree & authorise Koshrka Foundatlon and it's Trustees to

use/Publish/Put-uP/rePr oduce mY name, add ress, Photo & details of the 'Purpose" , for which such assistance is requ ested/granted, through any

medium, including but not limited to verbal, Print, electronic, for soliciting donations for Koshika Foundat ion and/or disseminating information about it's

activitiedachievements Such use ot mY Photo & details can be made bY Koshika Foundation before or after mY treatment or fuml ment ot the 'purpos€"

2) I (Applicant) Iurther agree that any such use of mY name, address, Photo & details of the "purpose-, for which such assistan@ is requested/granted'for which assistance is being requested

will not aulomatica lly entitle me for receiv ing or continuing the said assistance The decision for granting and/or continuing the assistance will rsst 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 affrxing hereunder, signature of our Authoris€d Signatory for recommending this case/patient for financial assistance from Koshika Foundation' wo

1) that we neither are Presently nor will in future avail of financial assistance frorn another NGO or any other source, fot the same patienVcase , as we are
(Hospital) her€by afrirm & accePt following

requesting to get from Koshi ka Found ation, to the extent that such assistancg isgranted bY Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the HosP ital reserves it s right to make up th€ shortfall hom anoth gr NGO or any othgr source. This

confirmation esse ntially states that the Hospitalwill not avail any duPlicate ass istance lor the same patient/case from any other NGO or any other source

2) The assistance lrom Koshika Foundation is only financ ial in nature. The choice of the treatmenUProced ure advised/conducted bY the Hospital on the

patient, is based on the arGngem ent betwesn the Patient & the Hospital, and is in no way inffuenced bY Koshi ka Foundation. Hence the Hospital will

assume ;ole & comPlete responsibi lity of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no role or respo nsibility
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