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1) By aflixing mY signa ture or thumb lmffession on this Fom' I (Applicant) hersby agroe & adhons€ Koshika Foundatlon and il's Trustees to

use/publish/PUt-up/reP roduce my name, address, photo & deialls ofth€'purpo3o', for whici such assistance ls requested/granted, through any

medium, including but nol limited to verbal, 9rint. electonic, for soliciting donallons for Koshika Foundation and/or disseminaling information about it s

activities/achievemenls Such use of my photo & details can bs made by Koshika Found ation before or after my treatment or fulfilment of lhe'purpose'

for which assistance is being requested.
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w-iti noi automaticatty enille me for recelving or conlinuing the sald assistance. Tho doclsion for granling and/or continuing thg assistance will rsst sol€ly

with the Trustees of Koshika Foundatior, and thok decision is this regard wlll b€ llnal 6nd 8{c€pt8bl9 to me'
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By affixing hereunder, signature of our Authorised signatory fof recommending this casE/patient lor financiai assistance from Koshika Foundation, we

(Hospital) hereby afiirm E accePt following:

1) thal we neither are presenlly nor will in future avail ol tinancial assistanct lrom another NGO or any oiher sourcE, for the same palientlcaso, as we are

requesting to get from Koshika Foundation, to tho extent that such assistance is g.anted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in tull, then lhq Hospilal resarv€s il's dghl to make up the shorfall trom another NGO or any oiher source. This

conllrm6tion essenliallY states th6t ths Hospital will not svail 9ny duplicat€ assistance tor thg sams pationt/case from sny other NGO or any olhsr source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducled by the Hospital on lhe

patienl, is based on the arrangement betwogn lhe patiant & thq Hospital. 8nd is ln no vvay inllusnced by Koshika Foundation. Hence, the HosDitalwill

assume sole & complete responsibility of the troatment & it s outcome & saf€ty of the patient, and Koshika Foundation will havo no rolo or responsibility

in the matter.
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