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1) By afilxing my signature or thumb imPressron ;n lhis Form. I (Applicant) hereby agree & authorise Koshika Foundation and il's Tn'lstees to

use/Publish/Put-uP/re produce my name, address photo & detarls of lhe "purpose", lor which suc h assistance is rcquested/granted, through any

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

activities/achievements Such use of mY Photo & details can be made bY Koshika Foundation betore or after my treatm€nt or futfilment ol the "purposo"

2)l(Applicant) lurther agree that any such use of mY name' address, Photo & details of the "Purpose', for v{hich such assistance is request8d/grantedfor which assistance is being requested

will not automaticallY entitle me for receiving or continuing the said assistanc€ The decision lor granting and/or continuing the assistance will rest sole ly

with lhe Trustees of Kosh ika Foundation, and their decision is this regard will be final and accePtable to me
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By aflixing hereunder, sig nature of our Authorised Signa tory for recommgnding this case/patientlor llnancial assistance from Koshika Foundation' w€

1)that we neither are presently nor will in future avail of financial assistance lrom another NGO or any other source, for the same Pa tienl]case, as we are
(Hospital) herebY affirm & accept following

requesting to get from Koshika Foundation, to the extent that such assistance is gra ntsd bY Koshika Foundatron. lf the requested assi stance is not granted

by Koshik; Foundation, in part o;in tull, then the Hospital reserves it's right to make uP the shortfall from another NGO or any other sou rce. This

confirmation essentially states thal the Hospitalwill not ava il any duplicate assistance for the same Patienvcase from any other NGO or any other source

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatmenup rocedure advised/conducted bY the Hospital on the

patient, is based on the arrangemen t between the Pat ient & the HosPital' and is in no way inlluenced bY Koshika Foundation. Hence, the Hospital will

assume sole & complele IesPonsibilitY of the trealmen i & it's outcome & safetY of the Patient, and Koshi ka Foundation will have no role or responsibility
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