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1) By affixing my signature or lhumb rmPtession on this Fgrm. I (Applicant) hereby agree & autho se Koshika Foundation and it s Truslees to

use/publrsh/Put -up/reproduce mY name add ress. photo & detaris ol the'Purpose'. for whach such assrslance is requesled/granted, through any

medaum, including but nol limited to verbal. Prinl, electron ic, lor soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achi€vem ents. Such use of mY Photo & details can be made by Koshika Foundalion b€lore or after my treatment or fulfihent of the 'purpo se
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rr," ,"io ari,srance The decision ior granling and/or continuing lhe assistance will r€sl solely

with the Truslees ol Koshrka Foundatron. a;d lh€rr d€crsron is this regard will b€ final and acc€ptable to me

l)$Tqic{ilci6ficr(qfusldrcE,[5{,q(qri({)3{cn((cfdd:fis6tfltw.Eifrrfisrr3fidR3sd<rdd,'6iqfu{.d6(tfrt{Tq,
*,'* *o O B{ar {q yqx { r\fti l, rc .ciftror" qsl<TS, <H, qr-*+rqr fst T(ivq { $d 'IidEn{cI 

iqt{ 
"TdErqI 

+ ffi ffi c1 Y€R clqc

t y$fr'd 6d + fdq qtu{a ll tt esr 6r lis{q tl rf,r< d crd q iR t o,ri d ffl'triftIfl srsf{r" s qrfr iinr{-d tl

2)l(qri<s)vcami{6q?tf6iqltc,Y,+axt{tuc{qqlft{rr{ 
+s*lqlt clftla t S* wt' rru'tr er r+<n qfl r{rar rc (cq il

'sifrr+r" wl srt qH 6l frdq sltdq 3lk qrqdra mt

By atlixing hereunder, signature ol our Authorised Signatory fol reglmmending this case/patient lor tnanoal assrstance fiom Koshlka Foundalion' we

1Hospitalthereby afftm & accept 1o lowing

1) lhat we neither are presently nor will in Iutur€ avail of llnancial assistance lrom another NGO or any othor source, for the same Patienucasg, as w€ aro

tequesting to gel trom Koshika Foundation to the exlent lhal such assrstance is granted by Koshika Foundation ll lhe req uestec, assistance is not granted

by Koshrka Foundatlon rn parl oI ln lull, lhen the HosPatal reserves tt s rrght to mako up lhe shorltall from another NGO or any olher source. This

les thal the l_losprtal wlll not ava duplrcal€ assistance fot the same gatient/case lrom anY other NGO or any olher source

2) The asstslance {rom Kos hrka Foundatlon rs only financial rn na

ement between the Pallenl & lhe Hos

ture The choice ol the tre
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almenUProcedure advised/cond
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ucled by the Hospital on the

n. Hence, the Hospitalwill
con firmation essenliallY sta
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assume sole & comPlet€ responsibility of the treatment & al s outcome& salBty ol the patient, and Koshi ka Foundatron wrll have no rolo or rgsponsibility

ll any

in the matler.
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