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1) By afilxing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name. address photo & detai

medium, inctuding but not timited to verbal' print, electronic, for

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

(Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

li oithe 'pu,pose;, fol' *hich such assistanc€ is request6d/granted, through any

iollciting donations lor Koshika Foundation and/or disseminating inlormation about it's

maOe O-y Xosnifa foundation b€fore or afier my treatment or fulfilment ofthe'purpose'

for which assistanc€ is being .equested.

2) l (Applicant) further agree that any such use of my name. address, photo & details ofthe 
.purpose', lor which such assistance is requgsted/granted.

wilt not automatically entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be {inal and acceptable to me'
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By aflixing hereunder, signalure of our Authorised Signatory for reclmmending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) hereby afilrm & accept tollowing
1) that we neither are pres€ntly nor will in futu.e avail ol financial assistance lrom another NGO or any other source. for the same patienucase, as we are

requesting to get f om Koshika Foundation, to the extent that such assistance is g.anted by Koshika Fou ndation. lf the requested assistance is not granted

by Koshika Foun dation, in part or in full. then the Hospil al reserves it s right to make up the shortfall from another NGO or any other source. This

confirmation essentiallY statos that th6 Hospital will not avail any duplicais assistance lor the ssmg patienl./case from any oth€r NGO or 8ny oth€r source

2) The assistance from Koshika Foundation is only financial in natu re. The choics of the treatmenuproced ure advised/conducted by the Hospital on the

patient, is based on tho arrange mgnt betw6en the Pationt & the HosP ital, and is in no way innugncod by Koshika Foundalion. Hence. the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety ot th€ patient, 8nd Koshika Foundation will havo no role or rospoosibility
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