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'1) By afflxing my signature or thumb impression on this Form, I

uselpublish/put-up/reproduce my name, address. photo & detail

medium, including but not limited lo verbal, print, electrcnic, lor

activitiedachievements. Such use ol my photo & details can be

{Applicant) hereby agree & authorise Koshika Foundation and it's Trustses lo

s of the 'purpos6', for whlch such assislance ls roquosted/granted, through any

soliciting donations for Koshika Foundalion 8nd/or dissemlnsting lntormstlon sbout lt's

made bt Koshika Foundallon belor8 or after my troatmenl or tulfilment of lhe 'purpose'

for which assistance is being requested.

iir fnppri""ntl rrrttr"|. 
"gree-thai 

any such use of my name, address, photo & d€tails of the 'purpose', for whici 3ucit 8$istance iE r€qu8sted/granled'

wi not automatically entitte me tor receivtng or continuing the said assistance. The decision lor granting and/or conlirulng tho asslstrance will rest solely

with the Trustees oiKoshika Foundation, and their declsion is this .egard wlll be final and acc€ptrable to me'
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By afflxing horeunder, signature of our Authorised Signatory for reclmmending this case/patient tor flnsncial assistance lrom Koshika Foundatlon, wo

(Hospital) herebY affirm & accept following

rsquesting to get
1) that w€ neither

f om Koshika Foundation, to the
are presently nor will in future avail of llnancial assistance frorn anothsr NGO or 8

extent that such assistance is granted by Koshika
ny olhea souaca. for tho same
Foundation. lf the requested

patient/case, as we srB
assistance is not granted

by Koshlka Foundation, in Part or in full, then the HosPita I reserves it's right to m;ke up the shortlall from anoth6r NGO or any other source This

conlirmation essontjallY states
2) The assislance fiom Koshika Foundation is only

that the Hospitalwill not avail any dup
financial in nature

licaio assistanco for the sam€
The choice of the treatmenuprocldur€ advised

patlonUcssG llom .ny olh€r N
/conducted by the Hospital on the

GO oa any other 9ouac€

patient. ls based on the arrangoment bstw8en ths Patl€nt & tho Hospital, and 18 ln no way lnf,uencod by Koshlka Foundatlon Henc€, the Hospltal will

assum€ sole & complete responsibility gf the trgatment & it's outcomo & salety ot the pstiont' snd Koshiks Foundation will havg no role or responsibllity

in the matter.
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I ) I hereby Co.lfirm hal all details in this Form are True to lhe besl of my knowledge. Any fals€ statement will render my Application & ongoing assislance, lf any.
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