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1) By affixing mY sQ nalure or thumb imPression gn this Form. I (Applicant) hereby agree & authodse Koshika Foundation and it's Trustees to

use/Publishi Put'uP/repr oduce mY name, addtess Photo & details of the 'PutPos for which such assistance is requested/g ranted, through any
e".

medium, including bul not limited to verbal, print, electronr c, for soliciting donations for Koshika Foundation and /or disseminating inlormation about ifs

activitievachievements Such use of mY Photo & details can be made bY Koshika Foundalion belore or altet mY treatment or lumlment ol the 'purpose

for which assistance is being requested such assistance is requested/granted,
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or @ntinuinq the said assistance
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The decision for granting and/or continuing the assistanc€ will rest solsly

with the Trustees of Koshika Foundation, andtheir decisi;n is this regard will be final and acceptable to me
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By aflrxing her€under, signature of our Authorised Signatory for recommendi;9lhis case/patient lor financial assistance trom Koshika Foundation' wo

1) that we neither are Presently nor will in lutu re avail of financial assistance from another NGO or any other source, for the same oatienvcase, as we are

assistance is not granted(Hospital) hereby affirm & accept following

requesting to get frcm Koshika Foundation, to tho extent that such assistanco is grant€d bY Koshika Foundation lf the requested

by Koshika Foundation, in Part or in full. then the Hospita lreseNes it's right to make up the shortfall hom anoth€r NGO or any oth€r source. This

confirmation essenliallY states that the Hospitalwill not avail any duplicate assistance for the same Patient/case from any other NGO or any other source

2) The assistance from Koshrka Foundatjon is only financa al in nature The choice of the treatmenl/Procedure advised/conducted by the Hospital on the

palient , is based on the anang ement between the patient & th€ Hospital, and is in no way influenced bY Koshika Foundation. Hence, the Hospital will

assum e sole & complete respo nsibility of the treatment & its outcome & salety ol the Patien t, and Koshika Foundatio n will have no role or resPonsibility
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