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1) By aflrxrng my srgnalure oI lhumb rmpression on this Form l (Applicant) hereby

use/publish/pufup/reprod!ce my name. address. photo & details of lhe'purpose '

medrum, includtng bul not llmiled to verbal pnnt, electronic, for soliciling donalion

activilies/achrevemenls. Such use ol my pholo & delails can be made by Koshika

agree & authorise Koshika Foundation and l's Trustees lo

. for which such assistance is requesled/granted. lhlough any

s lor Koshika Foundation and/or disseminaling inlormalion aboul it s

Foundatron before or after my kealment or lullllment of lhe "purpose'

for which assistance is being requested 
,,ca 

^r 
mv n.nr. a.l.lress .rholo & detaits e rs requested/gaanled,

2) I (Apptrcant) further agree that any such trse ol my nanre. address. pholo & details of lhe 'purpose" for which such assaslancl
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with lhe Trusteos of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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presently nor wi injuture avail ol financial assislance frorn another NGO or any other source, Ior the same patien,case, as we are

r;queitlng to gel trom Xoshik; Foundation. to the exlent lhal such assistance is granted by Koshika Foundation. lflhe requesled assistance is nol granted

o-V-i*iiitl id-O"iion. in part or in lult. then the Hospital reserves it s right lo m;ke up the shortlall from another NGO or any other source. This

i6nfiimation essentlatty st;tes that the Hosptlal will nol avail any duplicaie assistance for the same patienl/case from any other NGO or any other source'
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p;ti6nl. is &sed on the arrangement between the patient & lhe Hosprlal. and rs in no way inflLrenced by Koshika Foundation Hence lhe Hospitalwjll

assume sole & complele resp;ns bltrly ot the treatmenl & il s outcome & safety of lhe patient, and Koshika Foundation will have no role or responsibility
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