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1 ) By affixing my signature or thumb impression on this Form l
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activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to
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soliciting donations tor Koshika Foundation and/or disseminating information about it's

made b-y Kostrim foundation before or after my treatment or lulfilmont of the 'purpose'

lor which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & delails of the 'purpose", lor which such assistance is requested/grant€d'
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The decision for granting and/or continuing the assistanca will rsst solsly

with the Trustees ol Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised S,gnatory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby afiirm & accept following
1)that we neither are presently nor wiil in fu ture avail of financial assistance from another NGO or any olher source, for the same patienvcase' as we are

requesting to g et from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. if the requested assistanco is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other sourc€. This

confirmalion essentiallY states that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/co nducted by the Hospital on the

patient, is based on the arrangement betweon the Patient & the Hospital, and is in no way influenced by Koshika Foundat ion. Hence, the Hospitalwill

assume sole & complete resPon sibility of the treatment & it's outcome & satety of the Patient, and Koshika Foundation will have no role or.esponsibility

in the mattet
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