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1) Bv afiixing my signature or thumb impression on this Form, I (Applicaot) hereby agree & au thorise Koshika Foundation and it's Trusteos to

ch assistance is requested/granted. through any

use/P
mediu

ublish/put.up/reproduce my name, add

m, inciuding but not limited to verbal, p
ress. photo & details of the 'purpose'

rint, electronic, for soliciting donations
. for which su

for Koshika Foundation 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 treatment or futlilment ot the 'purpose

for which assistance is being requested. c" f6r which such assistanc€ is requested/granted,

2) I (Applicant) lurther agree that any such use of my name' address photo & details ol the'purpose"' for which such assrstano

will not automaricary ent,..e me ror recervrni'or t"ii rrsiir" *rd *iirt"n"". rt" oJirio-n t, li"nting 
"nolo. "ontin'ing 

the sssistanc€ will rest solely

with the Trustees of Kosnika Founoatron, aiJtneir decrsi-on is this regard will be linal and acceptable to me'
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By afiixing atu re of ourAuthorised Signatory for recommending this case/patient for financial assistranc€ lrom Koshika Foundation' we

(Hospital) he & accept following

1)that we neithet are presently nor will in future avail ot financial assistance trom another NGO or anY other source, for the same Patienucase, as we are

requesting to gel from Koshika Foundation, to the extent lhat such assistanco is grant€d bY Koshika Foundation. lf the requested assistance is not granted

by Koshika Found ation, in Part or in full, then the HosP ital reserves it's right to make up the shortfall from another NGO or any other source This

confirmation esse ntially states that the HosPitalwill not avail any duPlicate assistance for the same Patient/case from any other NGO or any other source

2)The assistance from Koshrka Foundation is only financ iat in nature. The choice of the treatmenuprocedule advised/conducted bY the HosPital on the

palient , is based on the anang ement between the Patient & the Hospita l, and is in no way influenced bY Kosh ika Foundation. Hence, the Hospital will

assume sole & complete respo nsibility of the treatment & it's outcome & safety ol the Patien t, and Koshika Foundation will have no role or rosponsibility
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