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1)By afiixing mY sagna ture or thumb impression on this Form, I (APPI icant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/Put-uP/reP roduce mY name, address, photo & details ol the'purpose" , for which such assi stance is requested/ granted, through any

medium. including but not limited lo verbal, Print, electronic. tor soliciting donations for Koshika Found ation and/oI disseminating information abou r it's

activities/achieYements. Such use ol mY Photo & details can be made bY Koshika Foundation belore or after mY treatmenl or fumlment of the 'purpos€'

fo. which assistanc€ is being requested

2) I (Appli cant)further agree that any Euch use of mY name, addre$. Photo & d6!ail9 ot the'Purpose", lor which such assistanc€ is requsstgd/granted'

will not automatically entitle me tor receiving or continuing the said assistance The declsion for granting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation. and their decision is this rogard will b€ linal and acc6Ptable to me
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By afiixing hereunder, sign aturo of out Authorised Signatory ior recommending this cas€/patient for financiat assistance from KoEhika Foundation' we

(HosPital) hereby afiirm & accept following

1) that we neithor are oresently nor will in future avail ol financial sssistance from snother NGO or any olher solrcs, for the ssm€ patbnt/ca36 , a9 we are

requesting to get f.om Koshika Foundation, to the extent that such assistance is granted by Koshika Foundat ion. lf the requested assistance 1s not granted

by Koshika Foundation, in Pari or in tull, then the Hospita I reserves it's right to mak e up tho shortfall from another NGO or any othe r source. This

conllrmation essentiallY stat€s that tho HosPital will not avail any duPl ical€ assistance lor thg sama Pati€nuc€so from any other NGO or any othor sourca

2) The assistance from Koshika Foundation is only financial in nature The choice of the reatmenUProcedu re advised/conducted bY the Hospital on the

patient , is bassd on the anango ment betwaen the Pati6n t & the HospitaL and i6 in no way influ6nc6d bY Koshika Foundation. H6nce' th€ Hospital will

assum 6 sole & complete respons ibility ol the treatment & it's outcome & saloty of tho patienl. 8nd Koshika Foundation will havo no role or responsibility
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