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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including bul not limited to verbal, print, electronic, for

activities/achievemonls. Such use of my photo & details can be

for which assistance is bging requestod.
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with the Trustees ol Koshika Foundation, and their decision is this regard will b€ final and scceptablg to me
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By affixing hereunder, signature o[ our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation, we

in the matter.
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iApplicant) hereby agrse & authorise Koshika Foundatjon and it's Trustees to

ls ot the 'purpose', for which such assistance is requested/granted through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made b, Koshika Foundation before or after my treatment o. fulfilmont of the 'purpose"

(Hospilal) hereby affirm & accept following:
iiil;i;; ;;;;,;," presenity'nor witt in-tuture avait of tlnanciai assistance from another NGo or any othor source, for the same patient/case, as we are

iJou".t,no ,o q"t fro. Kosnir<i Founoationlo tne eitent ttrat sucn assistance is granted by Koshika Foundation lfthe requested assistance is not g'anted

ov"il"ii,i'.'i"l-.iorir". rn part or in fu , then t u-noipirai ,""urre" ,ts right to m;ke up th; shortfallfrom another NGo or any other sourc€ This

confirmalion essentially states that the Ho;it;lwill not avail any duplica-t€ assistanca for the same patienucase from any oth€' NGO or 8ny othsr source

iiit 
" 

.ir-i"ti"ii r,"rixostrira rounoarioiiii onty financrat in nature. The choice of the t.eatnent/procedure advised/conducted by the Hospitalon the

patient, rs based on the arrangement oetaieei ihJp"i*"i a irt" i*pit"l, ;nd is in.no way influenced by Koshika Foundation Hence the Hospitalwill

assume sote E comptete responsibitity ot tii ir""irl"ni a ii'" ort"orie E safety of the patienl, and Koshika Foundation will have no role or responsibility
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