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name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any
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actrvities/achievemenls. Such use o[ my photo & details can be made by Koshika Foundation before or after my treatmenl or fulfilment of the purpose

for whioh assistance as being requested.

2) i (Applicant) [urther agree that ar)y such use oI my name, address, photo & details of the "purpose", for which such assistance is requesredlgranteO,
wrll not aLrtomatt0aliy entttle me for recerving or continurng the said assistance. The decisron for granting and/or continutng the assistance w ll resr solely
with the Trustees oI Koshika Foundation and their decision is thrs regard wrl i:e frnal and acceptable to nte.

l) w vtri c( 3is{ 6FlEr( qr # mi EIq frqrirl, { ts{r+{+,i orq-* Rrqid qi Sfr arci tqE "stRrfir t.rcgfli *t 3Td;qrtr' 'fii qfrfi ei-m {t+ drr rn
yil, rrtil sfo ql f{qrq {q ctrd { dfri +, TC 

(qiRrqil'r qq qrsi, (R, qr=rflrqr {qi s{(rq F VS ,rfifqftrdi sfu sc-dErdf + H frFsi S ysR qqq

d rqrR( o.d 6 frc efq-fi tr qt vci 6l k'{tor ii rmrq d csd cr sR i mri d fdc "qifrr+-t rnrr}rn" s qrit s{Flqn tr

2) t (3ir+fr) w fl( * n6T( tf+' ta trq, c-dr, sld 3+{ frsor ql t+'vnq6r + 3rRd t fiFifl + ts rciT: q6Frfl 6r rerfi rfr q-{rfrrr rq sqq {
u6ilfl-51u 

Cqt rs+ qtnTd' 6-r ffiq rif6q 3ft qTl4firft d'ITl

hereby & authorise ka Fcundation and it's
use/publish/put-up/reproduce my

medium, rncluding but not limrled

11By affixino nry srqnature or thumb impression on this Form. I to

MB IMPRESSION

qrdEm d E{frRT{ ?n

APPLICANT'S 5IG

AGREEMENf by HOSPITAL (reqma al mn)

,\ii h

By affixing hereunder, signalure of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assislance from another NGO or any other source, for the same patienycase, as we are
requesting to get from Koshika Foundation, to lhe extent that such assistance is granted by Koshika Foundation. lf the requested assistance is{not granled
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation wrll have no role or responsibility
in the matter.
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