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1) By affixing mY signature or thumb imPress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishi Put-uPke produce mY name, addr9ss. photo & details of the'Pu rpose , for which such assista nce is requested/grantod, through any

medium. including but not limited to verbal, P rint, electronrc, for soliciting donations for Koshika Foundalion and/or disseminating inlormation abgut its

activities/achievemenls Such use of mY Photo & details can be made bY Koshika Foundation b€fore or after my treatment or fulfl lment of the 'Purpose'

for which assistance ls being request6d
ch use of mY name, address. Ph oto & delails of the'purpose'.Ior which such assistance is r€questod/grant€d'

2) t (Applicant) turther agree that any su

wlll not automatically entitle me for recelving or conlinuing the said assistance The decision for granting and/or continuing th6 assistancs will rest solEly

with the Trustees of Koshika Foundaion and their decision is this regard will be final and accePtable to me
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"cltmr" qdt rsd af$d 6r frdt'q qtdq CR <rq6ra dryl

By afiixing hereunder, signature of our Authorised Signatory lor recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hospital) herebv affirm & accePt followingi

nerth;r are gresenlly nor wrll in future avail ol financial assistance irom another NGO or any other source, for the same Patienucas e, as we are

1) that we
from Koshika Foundation .totheextent that such assistance ls 9ranted bY Koshika Foun ;ation. lf the requested assistance is not granted

req uesting to get
ation, in Part or in lull. then the HosPrlal reserves ifs right to make uP the shortfall fiom another NGO or any oth€t source This

nlirmation ess€ntially states that the Hospital will not avail any duplicate ass istance for the same patienl/case lrom any other NGO or any othar source
by Koshika Found

the Hospital on the

2J The assislance from Koshika Foundation is only financial rn nalure. The choice of the treatmenUProcedure advised/conducted bY
co

patient, is based on the arrangement between the Patisn t & the Hospital, and is in no way influenced bY Kosh ika Foundation. Hence , the Hospital will

assume ;ole E complete responsibility ol the treatment & it s outcome & safety of the Patient. and Koshika Fou ;dation will h8ve no role or resPonsibilitY
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