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

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to velbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

for which assistance is being requested
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*itt noi auto.itic"tty eniitte me for receiving or contanuing the said assislance. The dection for granling and/or continuing the assl3tance will rest solely

with the Truste€s of Koshika Foundation, and their decision is this regard will b6 final and acclptablo lo ma.
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By affixing hsreunder, signature of our Authorised Signatory for recommending this caso/patisnt for financial a6sislance from Koshika Foundation, we

(Hospital) hereby alfi rm & accept following
1) that ws neilher are Presently nor will in future avail of finsncialassistance from snothsr NGO or 8ny other source. for the same pstienucase, as we arc

requesting to get from Kosh ika Foundation, to the extent that such assistance is granted by Koshika Found ation. lfthg requested assistance is not gEntsd

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to make up the shortfall from anoth€r NGO or any other source. This

confi rmation ossentially states that tho Hospital will not avail 3ny duplicate assistancr for the sam€ patiant/ca3e from any othsr NGO or any other 9ource

2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatmenUproc€d ure advlsed/conducted by the Hospital on the

patjent, ls based on the arrangom6nt between tho pati€nt & th€ Hospiial, and 18 ln no way Influenced by Koshika Foundatlon. H6nc6, the Hospital wlll

assumo sol€ & complete responsibi lity of the treatmont & it's outclms & salety of th€ Patisn t, snd Koshiks Foundation will hav6 no role or responsibility

in the matter.
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(Applicant) hereby agree & authoriso Koshika Foundation and it's Trusteas lo
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soliciting donations for Koshika Foundatlon and/or disssmlnallng lnfomation about lt's
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