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1) Bv affixang my signature or thumb imple ssion on this Form, I (Applicant) hereby aoree & authoflse KOshrka Foundatlon and ll'S Trustees to

fo'r whrch such assrstance rs requested/granted, through an
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*e or my name, addrsss, photo & detairs or the 'purpose", ror which such assistanc€ is requestEd/sranted'

wi1 not auromaticaly entile me tor recervrni-o-r Lniinring ti," ,"io 
"r"rstance. 

1re oJsion ior granring and/or continuing the assistanc€ will rest solely

*iiniil rrt,"* "i*"shika 
Foundation, a;d their deosi;n is this regard will be final and acceptable to me
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use/pu blish/put-up/reproduce my name' address, photo & details of the'purpose",

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

activities/achieveinents. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment o. fultilment ot the "purpose"
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By aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patie nl for financial assistance from Koshika Foundation' we

(Hospital)herebY affirm & accept following palient/case, as we are
assistance rs not granled1) that we neither are presently nor will in future avail of flnancial assistance trom another NGO or any other source, for the same

requesting to get lrom Koshika Foundation to the extent that such assistance is granted by Koshika Foundation. lf the requested

by Koshika Founda tion, in part or in full, then the HosP ital reservss it's right to maks uP the shortfall from another NGo or any other sourcg. This

confirmation essentially states that the HosP ital will not avail any duplicate assistance for the same patienvcase from any other NGO or any other source

The assistance lrom Koshlka Foundation is only financial in nature The choice of the treatmenVproced ure advised/conducted bY the Hospital on the

patient, is based on the arrangement between the patient & the HosPita l, and is in no way influenced by Koshika Foundation Hence , the Hospitalwill2)

in the matter.
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assume sole & complete responsibility ol the treatment & it's outcome & salety oI the Patient, and Koshika Found ation will have no role or responsibilitY
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