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1) By affixing my signature or thumb impression on this Form' I

use/publish/put-up/reproduce my name, address. photo & detail

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

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

for which assistance is being requested

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose', for which such assistance is requested/granted,

iltt not automaticatty entitle me for receiving or continuing the said assistanc€. The decision fo. granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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By affixtng hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afilrrn & accept followingj
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n"iG, ur" presen{y nor will in-future avail ol financial assistance from another NGO or any other source. for th€ same patienucase, as we are 

.

idqre"Ing to g"t fror't(oshik; Foundation. to the extent that such assastance is granted by Koshika Foundation. lfthe requested assistance is not granted

u-v'ioit'iti ro"unoation, in part or in fu[, the; thsH;spital reserves it's right to m;ke up tha shortfall ftom another NGo or any other sourco. This
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st;tes that the Hospital ,,vill not avail any duplicaie assistancs Ior the same palient/case from any othar NGO or any other source'

it in" ,G"t"no f|'oniKoshika Foundatiori is onty financial in ;alure. The choice of the treatmenuprocedure advised/conducted by lhe Hospital on the

;;$enli;-b;sed on the arrangoment betviree; the patisnt & the Hospital, and is in no way influonced by Koshika foundation. Hence, the Hospitalwill

lssume sote a comptete resp;nsibitity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will havo no role or rssporsibility

in lhe matter.
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