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;T,i1i"ffiili"ffi":"t:'J:;"r1"T;"r1" *e of my name, address, phoro & details of the "purpose". for which such assistanca is requested/granted'

will not automatically entitle me lor receivtng or conlrnuing th€ said asssrance rne oe--cision ior lianting andlor continuing the assistance will r€st solely

with the Trustees of Koshika Foundation, a;d their decisi;n is this regard wilt be final and acceptable to me'
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1) Bv amxing my signature or thumb impression on this Form, I (Applicanl) hereby agreo & authorise Koshika Foundation and il's Trustees to

us€/publish/p!t-upheproduce my nam6, address, photo & details of the'Purpose" , for which such assistanco is requested/granted, through any

medium, includinq but nol limited lo verbal, prlnt, electronic, for soliciling donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achigvements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfil ment of the 'Purpose'
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patienl for financial assistance fiom Koshika Foundation' wo

lHospital) her€by afflrm & accePl lollowrng

1)that we neither are presently nor will in Iuture avail of financial assistance from another NGO or any other source, for the same Pa tienucase, as wg are

requesting to get from Koshika Foundation , to the extent that such assistance is granted bY Koshika Foundat ion. lf the reQuesled assistance is not granted

I reserves it s nght to make uP th€ shortlall from another NGO or any oths. sourc€ This

by Koshika Foundation,
vail any duplicate assistancc for the same Patienucase lrom any other NGO or any other source

2) The assistance lrom Koshika Foundation is only financial in nature The choice of the treatmenl./Procedu re advised/con ducted bY the Hospital on the
conlirmation essentiallY

ment between the Patient & the HosPita l. and is in no way influencsd bY Koshika Foundation. Hence . the Hospital will

assume sole & complete resPons ibility of the treatment & it s outcome & safety of the Patient, and Koshika Fou ndation will havo no role or rosponslbilitypatient , is based on the arrange
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