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By affixing hereuMer, signature of our Authorised Signatory for recorhmending this case/palient lor financial assistance from Koshika Foundalion. we

(Hospital) hereby aflirm E accept following
ir it lt ,r" neitne, are oresen$y nor will in-future avail of flnancial assistance from another NGO or any other source, for the same patienucase, as we are

#q'""iri.g i" ii"i fi"r'ioihitj founoation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

uv iJ"iiii""'i ir"aiu"", in p"rt oiin rrtt. tt in the Hospital reserves it's right to m;k€ up the shortfall from another NGo or any othor source. This

cinnrmation essentiatty st;bs that ths Hospital will n;t avail any duplicat assistance for the sam€ patl€nucas€ trom any olher NGO or any other source

,t iti;;;;;t;G ftb;Koshika Foundato; is ohty financial in ;ature. The choice ot lhe treatmenuprocldlre advased/conducted by the Hospital on lhe

pitient:i uasea on ttte arrang€ment b€tween thipatisnt & the Hospital, and is in no way influoncsd by Koshika foundation. Henco. the Hospitalwill

l""rrt iof" C*rpi"t" rosinsibility of the treat nent & it's outcom€ & s€l€ty ol the patient, and Koshika Foundation will have no rola or responsibility

l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agroe & authorise Koshika Foundation and it's Trustees to

use/publish/-put-up/reproduce my name, address, photo & details of the 'purpose', lor whidl suc'h assistance is requested/granted, thrcugh any

meOium, inciuOini Oui not timitod to verbal, print, elecfonic, for solicitlng donations lor Koshika Foundation and/or diss€minating lnformatlon about it's

activities/schieve;ents. Such use oI my photo & details can be made by Koshika Foundation b€tor9 or after my treattnent or fulfilment of the 'pu.pose"

lor which assistance is being requested.

2) I (Appticant) tu.ther agrei that any such use of my narne, address. photo & debib ot the 'purpos€", for whi.i such assistance is requested/granted,

;ll ;oi automaticafly entitle me for receiving or continuing the said assistance. The docislon lor grantlng and/or continuing the assistance r,,ill rest solely

with the Trustees ol Koshika Foundation, and their dgcision ls this regard will be final and acc€plable to me.
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