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1) By afiixing my signature ar thumb imPression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees lo

use/publish/PUt-u p/reproduce mY name. address photo & details of the'putpose", for which such assistance is requested/gra ted, through any

medium. including but not limited to verbal, Print electronic. for soliciting donations foI KOShika Foundation and/or disseminating information about it's

activities/aqhievemenls. Such use of my photo & details can be made by Koshika Fgundation belore or afier my treatment or lutlilment of the 'purpose'

for which assistanc€ is bsing requested

2) I (Applicant) furlher agree that any such use of mY name. address, photo & delails of the'purpose'. lor which guch assistance is requ$tod/grantod,

will nol automatically entitle me for receiving or continuing tho sak assistance. Tt|e dedslon for granting and,/or @ntinuing the ssslstancs wlll rest solely

with the Trustees of Koshi ka Foundation, and their dscision is this regard will be final and acceptable to me
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By atfixing hereunder, signature of our Authoris€ d Signatory lor recommending this case/patient for financial assistance from Koshika Foundatlon' we

(Hospital) herebY afiirm & acc€Pt following:

1) that we neither are Pre s€n$y nor will in future avail of financia I assistance from .nothst NGO or 8ny other source. for th€ same patianucase , as we are

requesting to get from Koshika Foundation, to the sxtent that such assistance is 9ranted by Koshika Foundation. lf the requ€sted assistance is not granted

by Koshika Foundalion, in Pa rt o, in full, then the Hospital reserves il s right to make uP the shorlfall ftom another NGO or any othe r source. This

confirmation essentiallY stat€s that the Hospital will not avail any duPlicate assi stanc6 for the samo Pati€nl./ca se from any oth€r NGo or any oth€r sourco

The assislance lrom Koshika Foundation is only financial in nature. The choi ce ot th6 treatment/Proc€dure advised/conducted bY the Hospital on the

ment betwesn lhs Patien t E the HosPita l. and is in no way influBnced bY KoEh ika Foundation. Hencg. th€ Hospitalwill2)
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assume sol€ & comPlete resPons ibility of the treatment & it's outcoms & salety of the Patient' and Koshika Fou ndation will have no role or responsibilitYpatie nt, is based on the arrange
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