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1) By affixing mY sig nature or thumb impression on this Form, I (APPlicant) hereby agree & authorise Koshika Foundation and it's Trustees to

requested/g ranted, through any

use/Publish/Put-uP/rep roduce mY name, address, Photo & details of the "Purpose" f;r which such assistance is

medium, including but not limrted to verbal, Pnnt' eleclro nic, for soliciting donations tor Koshika Foundation and ior disseminati ng information about ifs

activities/achievernents Such use of mY Photo & details can be made bY Koshika Foundation befor€ or after mY Veatment or fu llllment of the 'Purpose

for which assistance is being requested , lor which such assistance is requested/granted,

2) I (APPI icant) {urther agree that any such use of mY name, address, Photo & details of the 'Purpose"

will not aulomatically entitle me for receivi ng or continuing the said assistance. The decision for granting and/or continuing the ass istance will rest solely

with the Trustees of Koshi ka Foundation, and theil decision is this regard will be inal and acceptable to me
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By afflxing hereundel, signa ture of our Authorised Signatory for recommending this case/patient for financisl assista ;ce from Koshika Foundation' we

1)that we neilhel are Presently nor will in future avail of financial assi stance from another NGO or any other source. for the same Pa tienUcase , as we ale

(HosPital) hereby affirm & accept following

is grantod bY

make uP the shortfall from anothe
Koshika Foundation lf th€ r€quested assistance is not granted

requesling to get from Koshi ka Foundation. to the exten t that such assistance . NGO or any other sou rce. This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance for the same Pa tienUcase from any olher NGO or anY other source

by Koshika Found ation, in Part or in rull, then the HospitaI reserves ifs right to

2) The assistance from Koshika oundation is only financ ial in nature The choice of the treatmenUProced ure advised/cond ucted bY the Hospital on the

patient is based on the arrangement between the Pati€nt & the HosP ital. and is in no way influenced bY Koshi ka Foundation Hence, the Hospital will

assume sole & complele resP;nsibility of the treatment & ti's outcome & safetY of the Patient, and Koshika Foundation will have no role or resPonsibilitY
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