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or my name. address, phoro & d€rairs or the 'purpose", for which such assistance is requestsd/granted'

will nol automatic?lty entide me for rec6iving or continuing the sard assstance. rne oe-cision ior granling and/or conlinuing the assistance will rest solely

with lhe Trustees of Koshika Foundation, a;d their decis;n is this regard witt be final and acceptable to mo'
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By aftixing hereund er, signature of our Authorised Signalory for recommending this case/patienl for financial assistance from Koshika Foundation we

(Hospital) hereby affi rm & accept following

1) that we heither are presently nor will in future availol flnancial assistance kom another NGO or any other source, for the same Pa tienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundat ion. lf the requosted assi slance is not granled

by Koshika Foundation , in pa.l or in full. then the HosP ital reserves il s right to make uP the shortfall from anoth er NGO or any olher source. This

confirmation ossentiallY states that the HosPitalwill not avarl any dupltcaie assistance {or the same patient/case from any oth€r NGo or any other sourco

2) The assistance from Koshika Foundalion is only financial in nature The choice of the treatmenuprocedure advrsed/conducted bY the Hospital on the

patient, is based on the afiangemenl between lhe Patient & the Hosgilal. and is in no way infllenced by Koshika Foundation. Hence , the Hospital will

assume sole & comPlete responsibrtity of the treatment & it s outcome & safety of the patlent. and Koshi ka Foundation will have no role or responsioilrty

1) Bv afilxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundatign and it's Trustees to

use/publ ish/put-up/reproduce my name, address. photo & details of the'Purpose" , for which such assistance is requested/granted. through any

medium, inciuding but not limtted to verbal. pnnt' electronic, for soliciting donations for Koshika Foundat ion and/or disseminating information about its

activities/achievemeots. Such use of my photo & details can be rnade by Koshika Foundation belore or atter my treatment or fulfilment ofthe "purpose"
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