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1) Bv aflixing my signature or lhumb impresslon on this Form' I (Appllcant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul.uP/ reproduce my narne. address, photo & details ol the'pu rpose", for whlch such assistiance is requgsted/granted, through any

medium, including but not limited to verbal, print, elect ooic, for soliciting donations for Koshika Foundation and/or dlsseminating intormatiofl sbout it's

activities/achievements Such use ot my photo & details can be made by Koshika Foundation belore or after my treatment or fumlment ol the 'purpose'

for which assistanca is being requested.

2) I (Appticant) tunher agree that any such use of my narne, address, photo & details ofthe'purpose', for whidr such assislance is requeslsd/granted'

will noi automaticatty eniiue me for receiving or coninuing the said assistance. Th€ decigion for granting and/or continuing the sssist'ance will rsst solely

with the Trustees of Koshika Foundation, and their docision is this regard will be final and accoptable to me.
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1) that we neither are presently nor will in luture avarl of financial assistance from another NGO or any

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shortfull from another NGO or any other source. This

contirmation ess€nlially states that th€ Hospital will not avail any duplicate assistance lor tho same patient/case from any other NGO or any othsr source

2l Th6 assistance frcm Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the

and iE ln no yvay inlluencod by Koshi ka Foundation. Hence, tho Hospital willpatient, is based on the a
salety of the pati€nt, and Koshika Foundation will have no role or responsibility

assume sole & compl€te
in the matter.
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