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1) By afiixing my signature or thumb impression on this Form' I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publishi put-up/reploduce my name, address, photo & details of the 'purpose" , for which such asstsiance is requested/granted, through any

medium, includrng but not lmrted to verbal, pnnt. etectronrc, for soliciting donations for Koshika Foundalon and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation belore or after my treatment or lulfilment of the'purpose
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By affrxing hersunder, signature of our Authorised Signatory for recommending this casa/patie nt for financial assistance lrom Koshika Foundation' we

(Hospital) herebY afiirm & accept following

1)that we neither are presently nor will in fu ture avail of financial assistance from another NGO or any other source, lor the same Patienucase, as we are

requesting to get fiom Koshrka Foundation, to the extent that such assistance is granted by Koshika Foundation. lf tho req uested assistance is not granted

by Koshika Foundati on, in part or in full, then the Hospita I res€rves it's right lo make uP the shortfall from another NGO or any other source. This

confirmation essentiallY states that the HosPitalw ill not avail anY duPlicate assisiance lor the same patienVcase from any other NGO o. any other source

2) The assistance from Koshika Foundation is only financial in nature. The cho ic€ of the treatmenvproced ure advised/conducted bY the Hospital on the

Pati ent, is based on tho arrangement between the patient & the HosP ital. and is in no way influenced bY Koshi ka Foundation. Henca , the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & salety ot the Patient, and Koshika Foundation will have no role or responsibility

in the matter.
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