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,l)By afiixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authoriso Koshika Foundalbn and it's Trustees to

use/publish/put-upheproduce my name, addr€ss, photo & details of the 'purpose', for which such assistance ls requested/granted, through 8ny

medium, including but not limited to verbal, print, eleclronic, for sollclting donatlons lor Koshika Foundation and/or disseminatlng iniornauon sbout lt's

activitedachieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullllmert of the 'purpose'

for whlch asslstanca is being requested.
2) I (Appticant) tudher agree that any such use ol my name, addross, photo & dstails o, the 'purpo6o', ,or whlch such asshtanc€ ls r€qu$t€d/granted'

*itt noi auto.iticatty entiue me fo. receiving or contanuing the sald assistanc€. The decision for granting and/or contlnuing the asslstanco will rest solsly

with the Truste€s of Koshika Foundation, and their declsion is lhis regard will be final and aco€ptable to me.
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By afiixing hereunder, signature otour Authorised Signatory for re@mmending this case/patient for financial assistanc€ from Koshika Foundatbn, we

(Hospital) hereby afii.m & accept lollowing:
i) ttrit we neittrer are presenuynor will in future avail ol financial assistance from another NGO or any other source, for the same patienucase, as wg aro

r;questing to gel from Koshik; Foundation, to the extent that such assisiance is granted by Koshika Foundation. lflhe requested assistancs is not gEnted

bykoshik; Fo:undation, in part or in full, then the Hospital reservs6 it's right lo mak€ up the shortfallLom Enother NGO or any othor sourc€. This

confirmation essentiatly statgs that thE Hospital will nol avail 8ny duplicate asslstancs lor he sam6 pationucase from any othsr NGO or any oth€l soutco.

2) Ths assistance froni Koshika Foundation is only financial in nature. The cholc€ of the treatrnenuprocadlre advised/conductod by the Hospital on lhe
p;ti€nt, is based on the arrang€ment betwe€n the patlent & the Hospital. and is in no way influencsd by Koshika Foundation. Hsnca, th€ Hospltal will

issume sote & complete rcsponsibility of the troatrnent & it's outcome & salety of the patient, and Koshika Foundation wlll have no rols or rssponsibility
in lhe matter.
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lisble for lejectiory'cancsllation.
2) I solgmnly ;nfirm that assis,t8n6, fi received lrom Koshika Foundation, 'rill bg used only tor the 'purpos€', as ststsd ln this Form, far whldl sudl 88sH8nce
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