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1) By afflxing mY srgnature or thumb impression on this Form' I (APPI icant) hereby agree & authorise

use/publish/Pu!uP/rePr oduce mY name, address, Photo & details of the 'purpose" . for which such assi stance is requested

medium, including but not limited to verbal, Print, electronic, for soliciting donation s for Koshika Found ation and/or dissem

activities/achievements Such use of mY Photo & details can be made by Koshika Foundation belore or after mY treatment or fulrilment ol the "purpose

for which assistance is being requested , for which such assistanc€ is rgquestEd/granted,

2) I (APPlicant) further agree that any such use of mY name, address, Photo & details ol the'Purpose"

will not automaticallY entitle me for receiving or continuing the said assistance The decision for granti ng and/or clntinuing the ass istanc€ will rest sololy

with the Trustees ol Koshi ka Foundalion, and their decisi;n is this regard will be final and acceptable to me
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By affixing hereunder, signatu re of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

1) that we neithe. are presently nor will in fu ture avail ol flnancial assistance from another NGO or any other source, for the same patienVcase as we are
(HosPital) herebY affirm & accept following

req uesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundat ion. ll the requosted assistance is not granted

by Koshika Foundation, in Part or ln full. then the HosPital resorv€s it's right to make up the shortfall from another NGO or any other source. This

confirmation esse ntially states that the Hosp ital will not ava il any duPlicate assistance for the same Patienucase from any other NGO or any other source

The assistance frorfl Koshika Found ation is only financial in nature Th€ choice of the reatmenUPro cedure advised/conduct€d bY the Hospital on the

atient & the Hospital. and is in no way influenced bY Koshika Foundatio n. H€nce. th€ Hospital will

ass ume sole & complete responsibility of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no lole or resPonsibilitY2)
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