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1) By affixing my signa tur€ or thumb impression on this Form, I (Applicant) hereby agree & authoris€ Koshika Foundation and it's Trust€gs to

use/publish/put-uPkeProduce my name, addrgss, photo & details ot the 'purposE', for wh ich such assistance is rcquestod/grant€d, through any

medium, including but not limit6d to verbal, prinl, electronic' for soliciting donalions for Koshika Foundation and/or dissominating information about it's

activities/achievemonts Such use of my pholo & details can be made by Koshika Foundation berore or after my tr€at nent or fullllment ofth€'puIpose-

for which assistance is being requested.

2) I (Applicant) tu(hor agree that any such us€ of my name, address. photo & details of the 'purpose" for which such assistanca is requested/grantod'

will not automatically entitte me tor receiving or continuing the said asaistance. The decision for granting and/or continuing the assistancs will rest solEly

with the Trust€os of Koshika Foundation. and their decision is this regard will be final and acc€ptable to mB'
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By affixing hereunder, signature ol our Authorised Sig natory lor recomhending this case/patient lor llnancial assistance from Koshika Foundation we

lHospr tal) hereby affi.m & accept following
1) that we neilher are presently nor will in fu lure avail of financial assistance from another NGO or any other source, for lhe samo palignt/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshlka Foundation, in part or in full. then the Hospital reserves it's right to mak€ up the sho lall from another NGO or any other source. This

cgnlirmation essentiallY states that the Hospital will not avail any duplicate assistance for the same patienucas€ from anY other NGO or 8ny oth€r sourca

2) The assistance from Koshika Foundation is only llnancial in natu re. The choice of the treatmenuproced ure advised/conducted by th€ HosPital on the

patient, is based on the anangem ent b€tween the patent & the Hospiia l. and is in no way influenced bY Koshika Foundalion. Hence, the Hospitalwill

assume sol€ E complete responsibi lity of the treatment & it's outcome E safety of the patient. and Koshika Foundation will have no role or responsibilrty

in the matter,
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