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1)By alllxing rhy signature or thumb impression on this Fo.n, I (Applicant) hereby agree & authorise Koshika Foundaton and ifs Truste$ to

use/pubtistr/iut-uplieproduce my name, address, photo & details of the'purpose", fo. which such assistance is requested/granted, through any

medium, inciuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminatlng lnlormstlon about lt's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion betore or after my treatrnent Or fumlment ofthe'purpose'

lor which assistanca is being .equested.

2) I (Applicant) turther agree that any such use ot my name, address, photo & details ol the 'purpose', lor whict such s$i3lanco i8 requostsd/9.8nted,

witt noi automaticatty enii[e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assBt]anc€ Yrill rest solely

with tho Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabto to me.
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APPLICANT'S SIGI{ATURE OR LEFT THUMB IMPRESSION
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By af,ixing hereunder, signature of our Authorised Signatory for reclmmending this case/pationl lor tinancial assistance lrom Koshika Foundatioa' we

(Hospital) hereby affirm E accepl following:
ilittit ,6 niiitri, uru presenty nor wil inhture avait ol f]nancial assistance from another NGO or any oth€r source, for the ssmo patienucas€' as wg ar€ 

.

uiqresG ti gEl t.r'foshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lftho requ€sted sssistran6 is not granted

Uy'io"iiifi ioiunO"tion. in part or in fr.rtt, then the Hospital reserves it's right to m;k6 up the 6hortlall trom anothor NGO or any olher sourc,e Thls

innnnation essentiatty st;tes lhat the Hospital will not avall eny duplicaio assistanc! for ih€ samo pallgnvcaso from 8ny oth€r NGO or any othet sourc€.

Zl it'" iitiitrno t ri Koshika Foundatio; is only financial in nalure. The choice of the t eatmenuprocedure sdvised/conducted by the Hospital on lhe

oationt. ls based on ths anangem€nt betw66n thepatlont & thE Hospital, and ls ln no lvay lnfuonc€d by Koshlka Foundatlon. Henc6, tho Hospltalwlll

;;;;;;t;rGpi"t" rc;insibitity ot the trssfient & it's outco.nie & sslsty ot the pstient, and Koshlks Foundatlon will have no role or r€sporsiUlity

in th€ matter.
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1) I hereby conlirm hal alldetails in thls Form are True to the best of my knowledge. Any false statement willrender my Application & ongolng assistrBnc€, if any,

liable f ff r€jo€liorvcancellalion.
2)t solcmnly;pnfm that assistance, if received Lom Koshika Foundation, will be used only for the "purposs', as stated in lhis Foflh. fot which such assigtanca
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