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2) I (Applicant) further agree that any such use of my name, address, photo & details of the ,purpose", 
for which such assistance is roquested/granled,will not automatically entille me for receiving or continuing the said asiist"nce. ite iecision ior granling and/or continuing rie assistance wirl rest solelywith the Trustees of Koshika Foundation, and rheir decisi;n is this regard wiir be;;ai and acceptabre to me.
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1) By affixing my signature or thumb impression on this Form. I (Applicant ) hereby agree & authorise Koshika Foundation and il's Trustees touse/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granled, lhrough anymedium, including but nol limited to veDal, print, electron ic, for soliciting donations tor Koshika Foundation and/or disseminaling information aboul it,sactivities/achievemehts. Such use of my photo & detaits can be made by Koshika Foundation before or afler my treatment or fultilment of the 
.purpose'
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By aftixing hereunde., signalure of ourAuthorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundataon, weHospital) hereby aflirm & accept following:
1) that we neither are prosently nor will in tuture availorfinancial assistance from anolhei NGO or anv other source, for the same palienvcase, as we arerequesting to get from Koshika Foundalion, to the exlent lhat such assistance is granled by Koshika oundation. lf the requesled assistance is not grantedby Koshika Foundation, in part or in full, then the Hos pital reseryes it's right to make up lhe shortfall from anolher NGO or any other source. Thisconfirmation essentially states that the Hos pital will not avail any dupti cat6 aasistance for the same patienucase from any other NGO or any other source2) The assistance from Koshaka Foundata on is only financial in nature The choice of the lreatme nt/procedure advised/conducled by the Hospital on thepatient, is based on the arrangement between ths patient I lhe Hospital, and is in no way inftue nced by Koshika Foundalion. Hence, the Hospitalwillassume sole & complete responsibility of the treatment & il,s outcome & satety of the pati€nt, and Koshika Foundation will have no role or responsibililyin the matter
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