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(Applicant) hereby agree & authoris€ Koshika Foundation and it's Trustees to
ls ot the 'purpose', for whicfi such assistiance is .equested/granted, through any
soliciting doaations for Koshika Fourdaton and,/or disseminating information alout lt,s
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1) By attixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai
medium, including but not limited to verbal, print. elec{ronic, for
aclivitaes/achievements. Sudt use ol my photo & details can be
tor which assistance is being requested.
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si9natory for recommending this case/patient for financiar assisrance from Koshika Foundation,
ing

1) lhat we neither are presenty nor will in future avail of financial assistanc€ from anothor NGO or any othar source, for the sam€ patient/case, as we arerequesting to get lrom Koshika Foundation. to the extent that such assistance is granted by Koshi ka Foundatjon. lf lhe requested assistance is not grantedby Koshika Foundation, in part o. in lull, then lhe Hospital reserves it s right to mak6 up th€ shortfallfrom another NGO or any oth€r sourco. Thisconfirmalion essentially stalGs that the Hospital will not avail any duplicate assistance for the same pati€nucase from any other NGO or any other sourc€2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproceduae adyised/conducted by the Hospibl on thepati€nl, is based on the anangement betlveen the patient E the Hospital, and is in no way inlluenced by Koshika Foundation. Hence, the Hospital willassume sole & compl€te responsibility of the treatment & it's outcome & safety of the pati€nt, and Koshika Foundation wilt have no rol€ or rosponsibilityin the matter
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