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1) By affixing my signature or thumb impression on this Fotm, I

use/publish/pulupkep.oduce my name, address. photo & detail

medium, including but not limited to verbal, print, electronic, for

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

(Applicant) hereby agree & authorise Koshik8 Foundaton and it's Trust€es to

s of the 'purpose", for which such assistance ls .gquosled/granted, through 8ny

sollciting donations lor Koshlka Foundatlon and/or dlssemlnating information about lt's

made by Koshika Foundation before gr allor my treatnent or lulfilmont ofthe'purpose'

for which assistancl is being requesled.

2) t (Applicsnt) tudher agre;that any such use of my name, address, photo & details ol the'purpo3s',lor whlci 8uci a$lstance is reque3ted/granled,

witt noi automaticatty enii{e me for receivihg or continuing the said assillance. The decigion for gtanling and/or continuing the $gbtanca wlll rest solely

with the Trustees of Koshika Foundation, and thek decision is this regard wlll be linal and accopiable to me
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By affxing hersunder, signature of ou. Authorised Signatory Ior r6commgnding this caso/pationt tof financial sssistanco lrom Koshika Foundation' wa

(Hospital) hereby aflirm & accept lollowing
1) that wo neilher are presently nor will in luture avail ol llnancial assistanct frcm anothgr NGO or any othgr Eource. for the same pati€nucase, as we arc

requesting to get from Koshika Foundation, to the extent that such assistancs is granted by Koshika Foundalion lf the requested assistance is nol granled

by Koshika Foundation, in part or in fuli, then the Hosp ital reserves it's right to mako up the shortfall from anothsr NGO or any other sou.ce. This

confirmation ossentiallY stat€s that lhg Hospital will not avail any duplicaae a$istance to. the samg patignucase from 8ny othor NGO or any other sourco

2)The assistance from Koshika Foundation is only llnancial in natu re. The choice ot lhe reatmenuprocrdure sdvised/conducted by the Hospital on the

patient, is based on the anang emgnt b€tween th€ patient & the HosPita l, and is in no way lnlluonc€d by Koshlk8 Foundatlon. Hence , lhe Hospital will

assum€ sole & completg respons ibility of the troatment & it's outcome & ssfsty ofth€ patient, and Ko6hlke Foundation will havs no 1016 or responsibility

in the matter.
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1) I hereby confirm hat all details in ttlis Form are True to the besl ol my kno,vledge. tuly hlse ststement will render my Applicaton & ongoing assistance. It any,

liabls for rejection/cancsllation.
2) I sol€mnly ilnfm that assistance, if recaiv€d trom lGshika Foundaton, will b€ used only for the 'purpGo', as ststed in 0is Fotm. lor which gudl gssistanca
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