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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

s oithe'purpose', for which such assislance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating inlormation about its

made b; Koshika Foundation before or after my treatment or fulfilment of the "purpose'

for which assislance is being requested.
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1) By afiixing 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, lor
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by Koshika Foundation, in part or in lull, then the Hospital reserves it's right to make up the shortfall from anolher NGO or any other source This

confirmation essentially states that the Hospi talwill not avail any duplicate assistance lor the same pati enl,/case lrom any olher NGO or anY oth€r source

2l The assistance from Koshika Foundation is only financial in natu re The choice of the treatmenvproced ure advised/conducted by the Hospital on the

patient. is based on the arrangemsnt between lhe patient & the Hospita l, and is in no way influenc€d bY Koshika Foundation. Hence, the Hospitalwill

assurr e sole & complete responslbility of the treatment & ats outcome & safety of the Patient, and Koshika Foundation will have no role or responsibility
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