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use/publishrput.uP/reProduce my name. add.ess, photo & details ot the'purpose",
agre€ & authorise Koshika Foundation and it's Trustees to

for which such assistance ls requ€sted,/granted, through any1) By affixing my signalure or lhumb imprsssion on this Form, I (Applicant) hereby

medium, including but not limited to verbal, print, elecronic, for soliciting donations tor Koshika Foundalion and/or diss€minating lnformstion sbout lt's

activities/achievements Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or rumlment olthe'purpose'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance lrom Koshika Foundation we

(Hospital) hereby afirm & acc€Pt lollowing
1) th8t wo neither are presently nor will in future ava il ol financial assistance lrom another NGO or any other source, for the same patienucase, as we are

requesting to get trom 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 ln full, then the Hospital res€rves it's right to make up lhe shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicats assistance for the same Patienucaso from any olher NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice ol the treatmenUprocedure advised/conducted by the Hospital on the

patio nt. is based on the arranoemgnt betw€en the Patient & the Hospatal, and i6 in no way inf,uencsd by Koshika Foundation Hon ce, the Hospitalwill

assu me sole & complgte responsibility of the treatnont & it's outcome & salety ot the Patient, and Koshika Foundation vvill have no role or responsibility

for which assistanct is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & detalls of lhe 'putpose", lor which such assistance is requested/granted'

will not automatically entitte me for receiving or tit'inuing ttre saio asiistanc€- Tho decision for granling and/or conlinuing the sssistance will rest solely

with lhe Trustees of Koshika Foundation, and their docision is this regard will be fioal and acceptrable to ms'
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