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

use/publistrlput-uplieproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or dissominating information about it's

activities,/achiovements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fumlmsnt ol ths 'purpose-

for which assistance is being requested.

2) I (Applicant) lurfher agree that any such use of my name, address, photo & details o, the 'purpose', lor which sudr assistanc€ is roquested/grantgd,

witt noi automaticatty eniifle me for receiving or continuing the said assistanc€. The dscision for granting and/or continuing th6 assishnc€ will rsst solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be finaland acc€ptable to me-
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By afixing hereunder, signaturo of ourAuthorisBd Signatory for rocommending this case/pataent lor financial assistanco from Koshika Fosndalioo' w€
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presenflynor will in-future avail of financial assistiance from another NGO or any other source, lor the same patienucase, as we are 
.

requ;stng to get from'Koshik; Foundation, to the extont lhat such assistance is grantsd by Koshika Foundation. lflhe requssted assistanc€ is not granted

Uy-Xosnifi fo-unaation, in part or in full. thgn the Hospital reserves it's right lo make up the shortlall fom anothsr NGO or any othsr sourcs. This

conflrmation essentially stites that the Hospilal will not avail any duplicaae assislance to. the same patienucase from any olher NGO or any othgr source.

2)The assistance from Koshika Foundation is only financial an nature. Th€ choic€ oI the treatmenuprocedurg advised/conductsd by ths Hospital on the

pltenl, is based on the arrang€ment between thepatient & the Hospital, and is in no way inlluenced by Koshlka Foundation. Henc€, the Hospitalwill
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resp;nsibility of the treatment & it's outcome & satety ol the patient, and Koshika Foundation will have no rols or responsibilily

in lhe matter.
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