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

use/publish/out-upheproduce my name, addrsss, photo & details of the 'purpose", for whic+l such assistance is requested/granted, through any

medium, includin! but not limited to verbal, print, el€ctronic, for sollciling donations for Koshika Foundatign 8nd/or disseminalng information about it's

activities/achiev;enfs. Such use of my photo & details can be made bt Koshika Foundation belore or after my treatment or lulfilment ofthe'purpose"

lor which assistance is being requested.
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;ll ;oi automatically enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this rqgard wlll b€ final and acceptable to me.
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(Hospital ) hereby aflirm E accept following
1)that we neitherare pres ently nor will in future avail of flnancial assistance from another NGO or any othea source. for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is not granled

by Koshika Foundation, in parl or in full , then the Hospita I reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospitalwill not avail any duplicato assistanco for the samo patient/case from any other NGO or any othar source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedu re advised/conducted by lhe Hospital on lhe
2)
patien t. is based on th8 arrangement b€tryesn ths patient & the Hospital, and is in no way innu8nced by Koshi ka Foundation. Henc6, the Hospitalwill

assume sols & complete responsibility ot the troatrnent & it's outclme & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matler.
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