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1)By affixing my signature or thumb imp ression on this Form, I (APP licant) hereby agree & aulhorise f\oshika Foundation and lt s Trustees to

use/PUblish/P ut-up/rep.oduce mY name, address, Photo & details of the'purpose", for which such ASsistance is requested/g ranted, through any

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

activities/achievem ents. Such use of mY Photo & dgtails can b€ made bY Koshika Foundation be'ore or aftsr mY keatment or fumlment ol the'Purpose

2) I (APP licant)further agree lhat any such use of mY r,ame, address, photo & details ol the 'putpose'.lor which such assistance is requested/granted 'lor which assistance is being requested

will not automatically entiue me for receiving or continuing the said assistance. The dgcision for gra nting and/or continuing the assistancs will rgst solely

with ttre Trustees ol Koshika Foundation , and their decision is th is regard will be final and acteptable to me
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By afiixing hereunder, signature of ourAuthoris€d Signatory for recommending this case/patient for financial assistance lrom Koshika Fourdation' wg

(Hospital) hereby afiirm & accePt following
n futu re avail of llnancial assistance lrom another NGO or any other source, for the same Patienuca se, as we are

1) that we neither are Presenlly nor will
on, to lhe extent that such assistance is granted bY Koshika Foun da tion. ll tho roquested assistance is not granted

requesting to get from Kosh ika Foundat
then the HosPit al r6s€Nes it's right to make uP the shortfall from anothor NGO or any other source lhrs

by Koshika Foundation, in Part or in full
avail any duplicate assistance for lhe same Pa tienUcase from any other NGO or any other source

2) The assistance lrom Koshika Foundation is only linancial in natuae The choice of tho treatmenl/Proced ure advised/conducted bY the Hospital on the
confkmation essentially states that the HosPitalwill not

palient, is based on the arGnge m€nt between the Patient & the HosPita I, and is in no way influenced bY Koshika Foundation. Hsnce, ths Hospital will

assume sole & com plete responsibility ol the treatment & it's outcome & satety ol the Patient, and Koshika Foundation will have no role or resPonsibility
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