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for which assistance is being requesled.

2) I (Applicant) furth€r agree that any such use ol my name, address, pholo & dotails ol the 'purpose". tor which such assistanco is requostod/granl€d'

wi1 n.t automatically entitle m€ for receiving or continuing the said assistance. The decision ior granting and/or continuing ths essistancs will rest solely

*itn G i*st"es of'Xoshika Foundation, a;d lheir decision is this regard will be final and acceptable to me.
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By affixing hereunder, signalurc of our Authorised Signalory lor recommending this case/patient for financial assistianco f'om Koshika Foundalion' we

(Hospital) herobY affirm & accept foliowrng

1)that we neither are presently nor will in fulurc avail ol financlal assistanca lrom another NGO or any oth€r source, for the same Patisnt/case, as we are

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

by Koshika Foundation, in Part or in full. then the HosPital reserves it's right to mako uP the shorttall from another NGO or any other source. Thls
other NGO or sny other sou.ce

confirmation essentially states that the Hospital witl not svail any duplicale assistance for the same patienucase from any

2) The assistance from Koshi ka Foundation is only financial in nalure The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient , is based on the arangemen t between the Patient & the Hospita l, and is in no way influenced bY Kosh ika Foundation. Hence, the Hospital will

assume sole & complete resPonsibili ty of the treatment & it's outcome {l safety of the Patient, and Koshika Fou ;dation will have no role or responsibility

1) By afllxing my signature or lhumb impression on thts Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Ttustees to

use/publish/put-up/reproduce my name, address, photo & details of th€'purpose', lor which such assistance is rEquosted/grantod, th.ough any

medium, including but not limitsd 1o v€rbal, print, electronic, fol soliciting donations for Kosh ika Foundation and/or diss€minating information about its

activiti€dachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'
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