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by APPLICANT

11By affrxing my siqnature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

medrum including but nol limited to verbal, print electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment of the purpose'

for which assrstance is being requested.

2) I (App icant) Iurther agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requestedigranted,

will not automat cally entitle me for recervrng or continuing the said assistanoe. The decis on for granting and/or continurng the assistance wrll rest solely

wath lhe Trustees oi Koshika Foundation. and their decrs on is thrs regard will be iinal and acceptable to nle.
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By affixing hereunder srgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept followirrg
1) that we neither are presently nor will in future avail of financial assistance trom another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshrka Foundation, to lhe extent that such assjslance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshrka Foundalion, in parl or in full, then the l-lospital reseTVes rt s right to make up lhe shortfall fronr another NGO or any other souroe. Thts

confirmation essenliallv slates lhat tire Hospitai wiil not avaii any duplicate assisiance for the same patient/case from any other NGO or any other source.
2)The assistance f(-rnr Koshika Foundation is or:ty financial in ilature The chorce of the treatment/procedure advised/conducted by the Hospital on the
patient. is based on the arrangenrent between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assunre sole & conrplete responsibilily of lhe treatmeot & it's outcome & safety of the palrent, and Koshika Foundation will have no role or responstbility

in the matter.
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