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1) Bv afiixing my signature or thumb impression on this Form l (Applicant) hereby agree & suthorise Koshika Foundation and its Trustees to

use/publi sh/puLup/reproduce my name. address' photo & details of the 'Purpose" , for which such ass istanc€ is requested/granted, through any

medium, including but not limited lo verbal. Print, electronic, for soliciting donations lor Koshika Foundat ion and/or disseminating inlormation about il's

activities/aqhieYements Such use of mY Photo & details can be made bY Koshika Foundation belore or after my treatment or fumlment of the 'purpose

for whlch assistance is being requestad. " t6r which such sssistance is requ€sted/granted,

2) I (Applicant) furrher agree lhat any such use of my name' address' pholo & detalls ol the'ourpos€" for which such sssistanr

wi, nol auromaticary entire me ror recervrni-0, tn;inuiig ii," ,"io 
".rirt"n"". 
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By alfixing hereunder , srgnature of our Authorised Signrtory fo, t"-.r"nding this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby afllrm & accepl following:

1) that we neither are Paesently nor will in tuture avail of financlal assistanca from snother NGO or any other source, for thg same patient/case , 85 W€ are

requesting to get from Koshi ka Foundation, to the extent that such assistancE is granted bY Koshika Foundation- lf the requested assistanc€ is not granted

by Koshika Foundalion, in Part or in full, then the HosP ital reserves it's right to mak6 up the shortfall from another NGO or any othe r sourc6. This

confirmation essentiallY statos that th€ Hospital will not avail any duplicate assistanco for the sam€ Patien Vcas€ from anY other NGO or any othor source

2) The assistance from Koshika Foundation is only financial in nature. The ctoica ol the treatment/Procedure advised/conducted bY the liospital on lhe

pati€nt. i6 based on the arrang€msnt between the Patient & the HosP ital- and is in no way influenced bY Koshika Foundation. Hence' the Hospitalwill

assume sole E complete resPonsibility ol th€ tr6attn€nt & it's outcome & salsty of tho Paliont, and Koshika Foundation will hav6 no rol€ or responsibility
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