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

use/publish/PUt-'lP/reProd uce my name, address, photo & details of the 'Purpose' . for which such assistance is requested/g ranted, through any

medium, including but nol limited to verbal' Print. electlon ic, for soliciting donations tor Koshika Foundation and/or disseminating inlormstion sbout its

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after mY treatment or futflment of the 'PurPose'

2) I (Applican t) turlher agree that any such use of mY nsme, address, Photo & details of the'purpose".lor which such assistance is requested/granted'for which assistance is b€ing requesled

will nol automatically entitle me for receiving or continuing the said assistance The decision for granting and/or coniinuing ttte asststance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptrable to me
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By afllxing hereund er, signalure of ourAuthorised Signatory lor recommending this caso/patient for financial assistanca from Koshika Foundation' we

requesting
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1) that we neither are Pre sently nor will in future

ital reserves it's right to make uP the shodfall from another NGO or any other source. This

coafirmation essentiallY states that the Hospital will not avail any duplicat€ assastancs 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 ol the treatment/Procedure advised/conducted bY the Hospital on the

patient, is based on the arrangemont between the Pati ent & the HosP ital, and is in no way influonced bY Koshika Foundation. Hence' thg Hospitalwill

assume sole & complete respons ibility of the heatment & i{s outcome & saloty of the Patient. and Koshika Foundatio n wilt have no role or 16sponsibilitY
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