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1) By affixing mY srg nature or thumb impre ssion on this Form, I (APPI icant) hereby agree & aulhorise Koshika Foundation and it's Truste€s to

use/Publish/Put'uP/repro duce mY name, add ress, photo & detalls of the "purpose" , for which such assistance is req uested/granted' th.ough any

medium. including but not limited to verbal, Print, electronic, for soliciting donations for Koshika Foun dation and/or disseminating information about it's

activities/achievements Such use of mY Photo & details can be made bY Koshika Foundation before or after my treatmen t or fullitment of the'PurPose"

2) I (Applicant) lurther agree that any such use ol mY name, address, Photo & details of the'Purpose". for which such assistance is requested/granted'for which assistance is being requested

will not automaticallY entitte me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshi ka Foundalion, and their decisi;n is this regard will be final and acceptable to me

I ) w Yrr cr sICl t(lim qr fia ql Erq arl16{, { (qr*<q) qqfr srqfr 61 stu 6fi tqs 'qtRler $':ikn ek s{t qfiql ' 6t qfrqil 6rat tt{ t( {c'

qa, vtd qh sl ffi{"I Ys vqr { dfra t, st "clRmr' {{t qR1' qr' cl"-{q $t 3iirq d g'd rfficftdf sk srdfdrql + ffi ffi { 
'€R 

nqq

t q$R( 6{i * fdq qtr{a tl ii rq? 6I f+<{q tl larq * srd qr <I( i 6{t t fff{ "dfrT6! 
",r$*g1, 

q qr$ !qFr{-d tl

2) t (icli(6) Es cR t srqn {fr *l <a, w, vtd otn fr{GI ci f6 s[T(fl * {<M i ntttr t 1i vlr, sGrrfi an 16or ri T{rdll s qdq i

,,+itr+, qe1<r$ <rfi{ql ot frdq qfdq glk qqqrt d,nl

By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

that we neither ale Presently nor will in Iuture avail of financial assi stance from another NGO or anv other source, for the same
ioundaton. lf the requested

patienucase , as we are
(Hospital) hereby affirm & accept following

assistance is not granted

requesting to get fiom Koshi ka Foundation to the extent that such assistanc€ is oranted bY Koshika
m;ke up the shorttall

1)
from another NGO or any other source. This

by Koshika Foundation, in Part or in full, then the HosP ital reserves it's right to or any other source

confirmaiio n essentially states that the Hospital will not avail any duplicate assistance for the same Pa tienucase from anY other NGO

2) The assistance from Koshika Foundatton is onlY financial in nature. The choice of the treatment/Procedure advised/conducted bY th€ Hospital on the

patient, is based on the arrangement betwoen the Patient & the HosP ital. and is in no way ihfluenced bY Kosh ika Foundation. Hence' th€ Hospital will

assume sole & comPlete resPonsibi tity of the treatment & it's outcome & safety ol the Patient, and Koshika Found ation will have no role or responsibility
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