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

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

m€dium, including but not llmited to verbal, print. electronic, for

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

(Applicant) hereby agroe & authorise Koshika Foundation and it's Trustess to

s of the "purpose", for which such assistance is r€quest8d/granted, through any

soliciting donations for Koshlka Foundatlon and/or dlssemlnating lnformatlon about lt's

made by Koshika Foundation before or after my keatment or fullilment of lhe 'purpose'

for which assistanca Is b€ing requested.

2) I (Applicant) further agrei that any such use o, my nam€, addrese, photo & dstalb of the 'Purposo', lor whldr 3ucfi ssslstance is toqu€slsd/granl€d,

*itt noi autoriticatty eniiue me for receiving or continuing ths said assistance. The declsion lor grantlng and/or conlinulng the 83sFlranc6 wlll rest sololy

with the Truste€s of Koshika Foundation, and their decision ls this regard wlll bs final and aclEptabl€ to me.
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By afiixing hereunder, signature of our Autho risedsignatorylorlecommendingthiscasg/patient'orfinancislassislanc€fromKoshikaFoundatlon.Y€
(Hospital ) hereby amrm & accept following:
1) that ',v€ neither are presently nor will in future avail of linsncial assistrance from snothe. NGO or any other sgurce, for the same pa0ent/casB, as we arc

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshikt Found ation. ll the requested assistancs is not granted

by Koshika Founda tion, in part or in full, then the Hospltal reserves it's right to make up the shortfdll from another NGO or any other sourc€. This

confi rmation oss€ntiallY siatos that the Hospitalwill not avail any duplicato assistanc€ for the samo Pstignt/c8ss from any othor NGO or any othol source

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospitalon the

patjsnt, ls based on ths arrangoment bstw8en the patlent & th€ Hospital' and 16 ln no way lnfluonc€d by Koshlk8 Found ation. Hence, the HosPltalwill

assume sole & complete responsibility of the trostrn€nt & it's outcome & seloty of th€ patient , and Ko8hiks FoundEtion wil I havo no role or rcsponsibility

in th€ matter.
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