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lT,iffl,:::lll"ff;":$,Ji;""1""t"1""1", *e of my nams, address, phoro & detairs of the 'purpose', ror which such assisrance is roquested/eranted'

wi, not automaticary entr,e me ror recervrni-or t"il,.rrg i," *id *iirt"n"". Tt" oe-"ttion Liiranting andior continuing tne assistance rvill rest solely

with the Trustees of Koshika Foundation, a;dtheir decisi;n is this regard will be final and adeptable to me'
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1)By afilxing my signature or thumb ampress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/Pu t-up/reproduce mY name, address, photo & details of the 'Purpose" , for which such assistance is requested/granted, through any

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

activities/achievements Such use of mY Photo & details can be made by Koshika Found ation before or after my troatnent or fumlmEnt of tho 'purposs-
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(Hospital) horeby afllrm & accoPt following

1) that we neither are Presentl y nor will in future avail of linancial assistance from another NGO or any other source, for the same Patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation. lf the

by Koshika Foundation, in Da( or in full, then the HosP ital rgserves it s right to mak6 up the shoftfall from another NGO

conlirmation essentially States that the Hospital will not avail any duPl icaie assistance for the same patienucase from any olher NGO or anY other source

2) The assistance from Koshrka Foundation is only llnancial in nature The choice of the treatrngnuproced ure sdvised/con ducted bY the Hospital on the

patien t, is based on the arrangement botweeh th€ Patient & the Hospital, and is in no way influenced bY Koshika Foundation. H€nce . the Hospital will

assume sole & complete responsibility of the treatmeni & it s outcome & safety of tho Patient, and Koshika Foundation will have no role or rosponsibility
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