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1) By affixing my signature or thumb impression on this Fonh, I

use/publish/put-up/reproduce my name. address, photo & detail

medium, including but not limited lo verbal, print. eleckonic, for

activities/achievements. Such use ol my photo & details can be

(Applicant) he.eby ag,eg & aulhor{se Koshita Foundation and it's Trustees lo

i oi tt u 'prtpo"et, tot *hich such assistance is rsquestEd'/9rant€d, through any

soliciting do;ations tor Koshika Foundation and/or disseminating information about lt's

made bi Koshika Foundation berore or after my treatnent or futfilment of lhe 'purPose'

for which assistancc is being requested.

2) I (Applicant) fudhet agree that any such use ol my name, address, photo & details ofthe'purpose', tor vrhich such assistance is requesled/granted'

wilt not automatically entiue me for receivint or cont;uing the said assistance. The declgion for gr8nting and/or continuing lhe asslslance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and accaptable to me'
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By afiixing hereunder, signature of ou r Authorised signatory for recommending this case/patient fo. financial assistance from Koshika Foundation, ws

hereby affirm & accept follo,xing:
neilher are presently nor will in fu

{Hospital)
ture avail ol financial assistance from another NGO or any other source, for the same patienucase, as we are

1) that we
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foun dation. lf the requested assistance is not gtantsd

by Koshika Foundation, in part or in full' then the Hospita I reserves il s right to make up the shortfall from anothea NGO or any other source. This

confirmstion essontiatly states thal th€ Hospital will not avail any duplicate assistanca lor the same psli onucase from any other NGO or any other sourcs

2) The assistanc€ flom Koshika Foundation is only financial in nature. The choice of lhe lreatm€nuproced ure advised/conducted by the Hospital on the

patient, is based on the arrangemont betwesn ths patient & ihe Hospital, and is in no way influonced by Koshika Foundation. Hence, the Hospitalwill

assume sole & completo responsibility of the treatm€nt & it's outcome & salety of the palient, and Koshika Found ation will have no role or responsibility

in the matter.
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1) I hercby confirm hal alldetails in this Fom are True to the best ol my knowledge. Any fals€ statement wlllrender my Applicatlon & ongolng assislan@. if any,
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