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1) By afllxing my signaiure or thumb impression on this Form. I (AP plicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/Publish/Put -up/reproduce mY name' address, Photo & details of the'Purpose" , for which such assistance as requested/granted. through any

medium, including but not limited to verba l, print, electron ic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activiti€s/achievem ents. Such use of my photo & details can be made bY Koshika Foundation belore or after my treatment or fumlmen t ot the 'Purposo"

for which assistance is being requested is requosted/granted'

2) I (Applicant) fudher agree that any such use ol mY name, address, Photo & details ot th€ 'Purpose" , lor which such assistance

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assi stancs will rast solgly

with the Trustees of Koshika Foundation' and their decision is this regard will be final and acceptable to me
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By afiixing hereunder, signature of our Authorised Signatory for recommending this cas€i Patient for financial assistance f.om Koshika Foundstion' we

1) that we neither are presently nor will in luture avail of linancial assistance from anoth er NGO or any other source. for the same Pati enl/case, as we are
Hospital) here by afllrm & accept following

requesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation. lf the requestod assistance is not granted

by Koshika Foundation, in part or in full, then the HosPital reserves it's right to make uP the shortfall lrom anoth 9r NGO or any other sourca This

on essentially states that the HosP italwill not avail any du assistance for the same patient/case from any other NGO or any other source
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2) The assistance lrom Koshika Foundation is only financial in nature choice of th€ treatment/Proced ure advis€d/conducted bY
confirmati The

ationt, is based on the arrangement between the Patient & the Hospital, and is in no way inf,uenced bY Koshika Foundation Hence the Bospital will
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