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17 By alf xing rny signalure or thumb rmpression on thrs Form, l(Applicant) hereby agree & authorise Koshrka Foundation and tt's Trustees to

use/publish/put-up/reproduce my name address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medium, including bul not lrmited to verbal pnnt. electrcnic for soliciting donations for Koshika Foundatjon and/or disseminating inforrnation abcui it s

activities/achievements. Such use of my photo & deta ls can be made by Koshika Foundation before or after rny treatment or fulfilment of the purpose

for which assistance is being requested

2) I (Applicant) fu(her agree that arly such rrse of my name, address photo & details of the "purpose", for which such assistance is requestedigranteo.

with lhe Trustees oI Koshika Foundation, and their decision is this regard will i:e linal and acceptabie to n]e.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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by PITAL (rwdrd

By affixing hereunder srgnaturG of our Authorised Signatory for recommenCing this case/patient for frnancial assistance from Koshika Foundation, we
(Hospital) lrereby affirm & accept foliowing:
1) that we neither are presently nor will in future avail of financial assrstance from another NGO or any other source, for the same patient/case, as we are
requestinq to get from Koshika Foundatron. to the extenl {hat such assislance is granted by Koshika Foundation. lf the requested assistance is not qranted
by Koshrka Foundatron, rn part or tn Iull, then the Hospital reserves its ilgni 10 nrake up the shortfall [ron] anolher NGO or any other source. Thrs

confirmation essentiallv staies that tho Hospital will not avail any dupiicate assrstance for the same patient/casc from any other NGO or any other sour.ce.

patient, is based on the arrangenlent between the patient & the Hospital. and is in no way influenced by Koshika Foundatron. Hence, the Hospital will
assunre sole & complete responsibility of the treatnient & it's outcome & sa{ety of the patrent, and Koshika Foundation will have no role or responsibility
in the matter.
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