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The decision ior granting and/or continuing the assistrancs will ft'st solely

wilh the Trustees of Koshika Foundatron' a;d their decis;n is this regard will be flnal and acceptable to me'
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1) By aflixing my srgnature or thumb imPression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundalion and it's Trustees to

use/PUblish/P utjup/reproduce mY name. address photo & details of the 'purpose", for which such assistance is requested/granled, through any

medium. including bul not limited to verbai, print, electron ic, for soliciting donations for Koshika Foundetion and/or disseminating information about it's

activities/achievem ents. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment or fulfilmenl of the 'purposa'
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By afllxing hereundor, signature of ourAuthorised Signatory for recom mending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY afiirm & accept tollowing

1)that we neither are oresently nor will in future ava il of financial assistance lrom another NGO or any other source. for the same patientlcase, as we are

requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Fou ndation lf the requested assistance is not granted

by Koshika Found ation, in Part or in full. then lhe Hospital reserves it's right to make up the shortfall from another NGO or any other source This

confirmation esse ntially states that the Hospital will nol avail any duplic€le assistance for the same palient/case from any other NGO or any othEr source

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatment/procedure advised/con ducted by the Hospital on the

patienl, is based on lho a.range ment betweon the Palie nl & the Hospital. and is in no way influenced by Koshika Foundat ion. Hence, lhe HosPitalwill

assume sole & complete respons ibrlity of the treatment & it's oulcome & safety of the Patien l. and Koshika Foundation will have no .ole or resPonsibility
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