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1) By aflixing mY egnature or thumb impression on this Form' I (Applicant) hereby agrse & authotise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, Photo & details of the'purpose", lor which such assistance is requ ested/granted, through anY

medium, including but not limited to verbal, print, electronic, fo. sollciting donatlons Ior Koshika Foun dation and/or dissemi nating intormation about it s

activities/achievements. Such use ol my photo & details c€n be made bt Koshlka Foundation betore or after my treatmenl or fumlment of the 'Purpose'

for which assislance is b€ing r€quested'

2) I (Appl icant) furlher agree that any such use of my name, address' Photo & detailg ol the'purpose',lor which such assi stance is reQuasted/granted,

will not automatica lly entiue me for receivi ng or continuing the said assistance. Th€ declsion for granting and/or continuing the assistance will rest solely

with the Truste€s of Koshika Foundation' and their docision is this rsgard will bs final and acceptablo to me
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By aflixing horeunder , signature of our Authorised Siqnatory for recommending this case/pationt for financial assistance lrom Koshika Foundation we

(Hospital) heroby afllrm & acc€pl following:

1) that we neither are Pre sently nor will in futu re avail of llnancisl assi stancr from snothor NGO or 8nY othar sourca, for tho same patient/c€se, as we are

requestin9 to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundatron. If the requested assistanco is not granted

by Koshika Foundation, in Pa rt or in full. then the Hospital roserves it's rlght to make uP the shortfall f.om another NGO or any other source This

confirmation essentially states that the Hospitalwi ll not avail any duplicats assistance tor lhe same Pati€nl/cass fiom any other NGO or any other sourco

2) The assistance from Koshrka Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted bY the Hospital on the

patient , iE based on the arrang€ment between thg pati€nt & the HosP ital. and is in no way inlluonced bY Koshika Foundation. Hsnce the Hospital will

assum e solg E comPlete rcspons ibility of the treatmsnt & it s outcoma & safety of the Patienl , and Koshika Fou ndation will hava no role or responsibilitY
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