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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & authorise Koshika Foundation and it's Trustees lo

use/publish/put-upkeproduce my name, address, photo & details ol the 'purpose', for rvhich such assislance is requested/granted, through any

medium, inoluding but not limited to verbal, print, electronic, for soliciting donations for Koshila Foundation and/or disseminating inlormation about il's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or ater my treatment or fulfilment of lhe 'purpose"

tor whrch assistance is being requested.

2) I (Applicant)f!rlher agree lhat any such use of my name. address, photo & details ofthe'purpose', for which such assistancs is requesled/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and./or continuing the assistance will rest solely

wilh the Truslses of Koshika Foundation, and their decision is lhis regard will be final and ac.sptablo to m€.
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By aflaxing herel]nder, signalure of our Aulhorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accept followingi
1) thal we neither are presendy nor will in future avail of financial assistanc€ f.om angther NGO or any other sourca, for the same patignvcss€, as ws are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfth€ requested assistance is not granted
by Koshika Foundation, in part or in full. lhen the Hospital res€rves lt's right to make up th€ shodtall ,rom anolher NGO or any other source. This
confirmation essentially stales that the Hospital will not avail any duplicato assistancr fgr the same palient/case f.om any other NGO o. any olher soir.cs.
2) The assistance from Koshika Foundation is only linancial in nature. The choici ot th€ tr€atm€nuprocadure advised/conduc{ed by the Hospital on the
patient, is based on the anangem€nt betweon the patient & the Hospital, and is in no rvay inlluencod by Koshika Foundation. Hence, the Hospitalwill
assumo sole & complete responsibility ol the treatment & it's outcome & gafety of th€ palient, and KGhiks FoundaUon will have no role or .ssponsibility
in the malter.
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