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1) By aflixing mY signatu re or humb impress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/Put-uP/reProduce my name, address, photo & details of the'Purpose' . for which such assistance is requested/granted, through any

medium, including but not limited to verbal, Print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormatiofl about it's

activities/achievements. Such use of my Pholo & details can be made bY Koshika Foundation before or atter my treatment or fumlment ofthe'purpose

fgr which assistanca is being requested such assistance is requested/granted,

2) I (ApPlicant)further agree that anY such use of mY name, address, photo & details of the 'purpose' , for which

will nol automatica lly entitle me for receiving or continuing the said assislance. The decision for glanti ng and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation. and their decision is this regard will be llnal and acceptable to me
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By affixing hereunder, signature of our Authorised Signatory lor recommending this cas€/patienl for financial assistance from Koshika Foundation' we

(Hospital) hereby alfirm & accept followng:

1)that we neither arc presently nor will in futu re avail of financial assistance from another NGO o, any other sourc€, for the same Pati envcase, as we are

reauesting to get lrom Koshika Foundation, to the extent that such assista nce is granted bY Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in Part or in lull, then the Hospita I reserves lt's right to make uP the shorttall from another NGO or any other source This

confiamation ess€ ntially statBs that the Hospital will not avai I any duplicate assisiance for the same Patienucase from any other NGO or any other sourc€

,tThe assistance from Koshika Foundation is onlY financial in nature. The c$oic€ of the tteatmenvprocedure advised/conducted bY the Hospital on the

pationt, is based on the arGngem ent betwoen th€ Patient & the Hospita l, and is in no way iniuenced bY Koshika Foundation. H€nce , thB Hospital will

assume sole & compl€te rssponsibi Iily ol tho treatrn€nt & it's outcome& salety of the Patient and Koshika Foundation will have no role or responsibilitY
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