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1) Bv affixing my signature or thumb rmpre ssion on this Form, I (Applicant) hereby agre e & authorise Koshika Foundation and it's TrustEes to

use/Pu blish/put-up/.eproduce my name, address, photo & details of lhe 'purpose' , for which such assistance is requssted/granted, through any

medium. including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitieslachievements Such use of my photo & details can be made bY Koshika Foundation before or afler my treatment or fullllment ol the'purpose
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with the Trustees of Koshika Foundalon, a;d their decrsr;n rs thrs r€gard will be final and acceptable to mo'
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By afiixing hereunder, sign ature of our Authorised Signatory for recommending this ;/patient for financial assistance lrom Koshika Foundation' we

(Hospital)heroby afiirm & accept following:

that we neither are Presently nor will in futu re avail ol linancial ass istance kom another NGO or any other sourca,lor tha same Patienucase. as we ar€

requesting to get from Koshika Foundation, to the extent that such assistance is g ranted by Koshika Found ation. lf the requesled assistrance is not granted
1)

by Koshika Founda lion, in Part o. in lull, then the Hospital reserves it's right to make uP the shortlall from another NGO or any other source This

confirmation essentiallY states that the Hospital will not avail any duPlicate assistance for the same Patienucase fiom any other NGO or any other sourco

2) The assistance from Koshika Foundation is only financial in nature. Tho choice ol the treatment/Procedure advised/conduct€d bY tho Hospital on the

patient, is based on the arrangemenl between the Pati ent & the HosP ital, and is in no way influenced bY Kosh ika Foundation. Hence , the Hospital will

assume sole & comPlete resPonsibi lity o{ the treatment & its outcome & safety of lhe Patient, and Koshika Found ation will have no rcla or responsibility
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