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1) By aflixing my signature or thumb impression on this Form. I (APPI icant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/Publish/P ul-uP/reproduce mY name, add ress, photo & detalls of the "purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, Print, electronic' for soliciling donations for Koshika Foun dation and/or disseminatinq information abou t it's

activities/achievemen ts. Such uso of mY Photo & details can be made bY Koshika Foundation betore or aftor my treatment or lumlmsnt ol the 'purpos€

2) I (Applicanl) further agree that anY such use of mY name, address, Ph oto & details ol the "ptlrpose", for which such assistance is requestgd/grantd'for which assistance is being requested

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rost solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and ac.cePtable to me
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By affrxing hereunder, signature of ourAuthorised Signatory for recom mending this case/patient for finan cial assistance lrom Koshika Foundation' we
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by Koshika Foundation. in Part or in full. then the HosPita I resewes it's right to make up the shortfall from anoth€r NGO or any other source This

conflrmation essentially states that the Hospital will not avail any dupli cate assistan ce for the same Pati envcase from any other NGO or any other source

2) The assistance from Koshika Foundatlon is onlY llnancia I in nature The choice of the treatment/Procedure advised/conducted bY the HosPital on the

patient, is based on the arrangeme nt between the Patient & the Hospital, and is in no way inf,uenced bY Koshika Foundation. Hence , the Hospital will

assume sole & comPlete responsibi iity of the treatment & its outcome & safety of the Patient, and Koshika Foundation will have no role or responsibility
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