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2) I solemnly confirm that dssistaoce. if received from Koshika Foundation, willbe used only for the'purpose", as stated in fils Form. for whlch such assistancewas requested by me.
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1) By affixing my signature or thumb imprcssion on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it,s Trustees touse/publish/put-up/reproduce my name, address, photo & details ofthe,purpose", for which such assistance is requ ested/granted, through anymedium, including but nol timited to verbal, print, electronic. for solicilin 9 donations for Koshika Foundalion and/or disseminaling information about it'sactivities/achievements. Such use of my photo & details can b€ made by Koshika Foundalion before or aftsr my treatmenl or fulfitment of the "purpose"for which assistance is being requesled
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By atfixing hereunder, signature of ourAuthorised sisnatory for recommending this case/patient for financjal assistance hom Koshika Foundat(Hospital) hereby affirm E accept followin
1)that we neither are presenlly nor will in future avaal of tinancial assistance trom another NGO or any other source. for the sam6 patient/case, as we arerequesting to get from Koshika Foundation. lo lhe exlent thal such assislance is granted by Koshika Foundation. lf the requested assistance is not grantedby Koshika Foundation. in part or in full, then the Hospital roserves its right to make up the shortfall f.on another NGO or any othe. source. Thisconfirmation essentially states thal th€ Hospitalwill not avail any du plicate assislance for lhe same patient/case from any other NGO or any olher source2)The assistance from Koshika Fou ndation is only financaal in nature. The choicr of the treatmenuprocedure advised/conducted by the Hospilal on thepatient, is based on th€ arangem ont between the pati€nt & the Hospilal, and rs in no way influenced by Koshika Foundation. Hence. lhe Hospital willassume sole & compleie rcsDonsi bility of the treatmenl & it's outcome & safety otthe patient, and Koshika Found ation will have no role or responsibilityin the matter
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