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ffrat assistanc€, if received from Koshika Foundation, will be used only fo'r the 'purpose', as slated in lhis Form. for whis such assistance

was requested bY mc.
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1) By atfixing my signature o. thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use,pubtistV-put-uplieproduce my mme, address, photo & details of the 'purpose", for which such assistance is requesled/granted' through any

medium. inciuding br.rf not limited lo verbal. print, eleclronic, for soliciling donations for Koshika Foundation and./or disseminating information about it's

activities/achieve;enis Srrch use of my photo & delails can be made by Koshika Foundation befo.e or after my treatment or fulfilment of the "purpose'

lor whrch assistancc is being rcquested.

2) I (Apptrcant) further agree lhal any such use of my name, address, photo & details of the 'purpose', for which such assistanc€ is requested/granted,

witt noi automilicatty enii e me for receiving or continuing the said assistance. The decision for granting and/or cootinuing the assistance will rest solely

wilh the Trustqos ol Koshika Foundation, and their decision is this regard will be final and accsptabls to me.
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l if,lt *i n"itf,,i, uru presently nor !rill in-future avail of financial assistanco from another NGO or any other sourc€, for the sam€ patienucase as wo ara

r;questing to get lrom Koshik; Foundalion, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

ly-ioitrif,-u ioiuna"iion, in part or in tull. then ths Hospital reserves it s right to make up the shodfall lrom another NGO or any olh€r sor.lrcs. This

c6nfiimation essentially sdles that the Hospital will not avail any duplicat€ assistanc€ for the same palenucase from any other NGO or any other sourca.
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fioni Koshika Founda o; is onty financial in nalure. The choice of the treatmenuproctdure advised/conduct€d by the Hospital on the

pltienf, ii OiieO on tn" arrangement between thipa ent & the Hospital, and is in no way influencsd by.Koshika Foundalion. Hence, the Hospitalwill

liirri 
"of" 

C.o.pf"te resp;nsibility of the treatment & it's outcome & satety oflhe patient, and Koshika Foundation will hav€ no role or responsibility

in the matter.
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