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1) By afflxing my signature or lhumb impression on this Form, I (Applicant) hereby

use/publish/put-up/reproduce my name, address, photo & details of lhe'purpose',

medium, inciuding but not limited to verbal, print, electronic, for solicit'ng donation

activities/achievements. Such use of my photo & details can be made by Koshika

tor which assistance is being requested.

2l I (Appticant) turther agreJ that any such use of my name. address, photo & details otthe'purpose', lor which such assistance is requested/granted'

wi not automatically entile me for receiving or cont;nuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation. and th€ir decision is this regard will be llnaland acc€ptable to me
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agree & autho.ise Koshika Foundation and it's Trustees to

, for which such assistance is requested/granted, through any

s lor Koshika Foundation and/or disseminating information about it's

Foundation betore or after my treatmenl or fulfihent ofthe'purpoEe"
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By atfixing hereunder, signature of ourAuthorised signatory for reclmmending this case/patient for linancial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following
1)that we neither are presently nor will in futu re avail of llnancial assistance from another NGO or any other source, for the same patienl/case, as vve arc

requesting to get from Koshika Foundation. to the ex'tent that such astistance is granted by Koshika Foundation. lfthe requested assistance is not granted

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to mak6 up the shortfall from another NGO or any olher source. This

confi rmation essentiallY states that th6 Hospital trrill not avail any duplicata ass istance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of lhe treatmenuprocedure advised/conducted by the Hospital on the

Qa ti6nt, is based on the arrangemsn t between the patient & lhe Hospital, and is in no way inf,usnc€d bY Koshika Foundation. Hence, tho Hospital wil!

ass ume sole & complete responsibility of the treatment & at's outcome & ssIety of tho patient, and Koshika Foundstion will have no role or responsibility
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