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2) I solennly confirm that assistance, if received from Koshika Foundation, willbe used only for the 'purpose'. as stated in this Form, for which such assistan@

was requested by me.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoise Koshika Foundation and ils Trustees to

use/publish/pulup/reproducc my namg, address. photo & details ol the 'purpose', for which such assistance is requested/granled, through any

medium, including but nol limated to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achievemenls. Such use of my photo & delails can be made by Koshika Foundation belore or aller my treatmenl or fulfilment of the "purpose"

for whlch asslslance is being requested.

2) I (Appkcant) furlher agree that any such use of my name, address, photo & details of the "purpose', fo. which such assislanc€ is requested/granted,

will not automatically entitle me lor receiving or continuing the said assistance. The decision fo. g.anling and/or continuing the assistance will rest solely

wrlh the Trusteos of Koshika Foundation. and their decision ls this rEgard will be linal and acceplable to mg.
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By atlixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we

(Hosfital) hereby affirm & accept followingl
1) thal we neither are presently nor will in fulure avail ol financial assistancs lrom another NGO or any olher source, for the same patienvcase. as we ars

req!estrng to get from Koshika Foundation, to the extent thal such assistanc€ is granted by Koshika Foundation. lfthe requested assistance is not granted

by Koshika Foundation, in pa.t or in full, then the Hospital reserv€s it's right to make up the shorttall from anothe. NGO or any olh€r source. This

clnfirmation essentially states that the Hospital will not avail any duplicate assistance lor the ssme patienl/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnenvp.ocedure advised,/clnducled by the Hospital on the

patieot, is based on the arrangemenl between the patienl & the Hospital, and is in no way iniuenced by Koshika Foundalion. Hence, lhs Hospitalwill

issume sole E complete responsibility of the treatment & it s outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility

in the matter
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