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1) By affixing my signature or thumb impression on this Form' I (Applicant) he'eby

use/publish/put-uptreproduce my name, address. photo & details of the "purpose"'

medium, inciuding but nol limited to verbal' print, eleclronic' for soliciting donation

activities/achieve;ents. Such use ol my photo & details can be made by Koshika

agree & authorise Koshika Foundation and it's Trustees to

fo-r which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminating inlormation about its

Foundation belore or after my treatment or lutfrlmenl ol the 'purpose"

for which assistance is being requested.

2)I(Applicant)furtheragleethatanysuchUseofmyname,address,photo&delailsofthe.purpose,.lorwhichsuchassistanceisrequested/granted,
wilt nol automatically entitle me for receiving or continuing the Said assistance The decision ior granling and/or continuing the assistance will rest solely

witn tne rrustees ot'foshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affrxing hereunder. srgnature oi our Authorised Signalory for recommending this case/patrenl for flnancial assistance from Koshika Foundation' we

(Hospatal) hereby af{ rm & accePl lollowing
1) that we neithar are presently nor will in future avai financial assistance from another NGO or any other source, for lhe same patienvcase, as we are

lof
requesting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Found ation lf the requested assislance is not granted

by Koshika Foundation. in Part or in full. then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source This

conllrmation essentiallY states that lhe Hospitalwill not avai I any duplicate assistance for the same gatienucase from any other NGO or any other sourc6

2) The assistance from Koshika Foundation is only Rnancial in nature. The choice of the treatmenUprocedure advised/cond ucted by the Hospital on lhe

palient, is based on the arrangement betwoen the patient & the Hospital. and is in no way influenced by Koshika Foundation Hence. the Hospital will

assume sole & comPlete resPoflsl bility of the treatment & it s outcome & safety of the patie nt. and Koshika Foundation will hav€ no role oI responsibilitY
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DECLARATION by APPLIcAt{l 3n*(6 Em dsql rrr:

1) I hereby mnfirm thal alldetails in fhis Form are True to the best of my knowledge. Any talse slatement will render my Application & ongoing assislance' if any'

liable for rejectiory'canc€llatjon.
2) I solemnly clnfirm that assistance, if received from Koshaka Foundation, will b€ used only for the purpos6"' as stated in this Form for which suct assistance
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