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1) By afiixing my signature or thumb impression on this Form' I

use/publish/p'ulup/reproduce my name' address, photo & detail

medium, including but not limited to verbal, print, el€cronic, for

activities,/achievements. Such use of my photo & details can be
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soticiting donations tor Koshika Foundation and/or disseminating information about its

maOe ov iosnif<a foundation before or afler my treatment or fulfilment of the 'purpose'

for which assistanc€ is being requested

2)l(Applicant)fudheragreethatanysuchUseofmyname,address.photo&detai|softhe.purpose',forwhichsuchassistanceisrequested/granted,
wi nol automa{cally entitte me tor receiving or tnt'inuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely

witn ttre trustees of'Xoshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By atfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor llnancial assistance from Koshika Foundation' we

{Hospital) hereby affirm & accept lollowing
1) that we neither are presently nor will in Iuture avail ol financial assistance from another NGo or any other source. for the same patienucas e, as we aIe

requesting to get lrom Koshika Foundation, to the exten t that such assistance is granted by Koshika Foundatio n. lf the requested assistance is not granled

by Koshika Foundation. in part or in fuli, then the HospitaI reserves it's right to mako uP the shortfall trom another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duplicaao assistanc€ fo. the sam€ pati€nucase from any other NGO or any other source

2) The assistanc€ from Koshika Foundation is only linancia I in nature. The choice ol the treatmenUprocedu re advised/cond ucted by the Hospital on the

patient, is based on the arrangement betweon tho Pati6nt & the Hospital and is in no way innuancsd bY Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety ot the patient' and Koshika Foundation will have no role or responsibility
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1) I hereby con,irm that alldetails in this Form are True lo the best ofmy knowledge. Any false statement willrender my Application & ongoing assistan@, if any'

liable for rciectiorvcancollation.
zl ill'rini'"ri-[itiri 0r"i assemnce, it received from Koshiko Foundation, will be used only lor the 'purpose', as stated in this Form for which such assistance
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