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1) By allixing my signature or thumb imp.ession on this Form, I (Applicant) h€reby

uie/pubtish/put-up/reproduce my name, address, photo & delails of the'purpos€'

mgdium, including but not limited to verbal, print, electronic, for soliciting donation

acliviti€s,/achievements. Such use of my photo & Cetails can be made by Koshika

agree & authorise Koshika Foundation and it's Trustges to

, for which such assistance is requested/granted, throlgh any

s for Koshika Foundation and/or disseminating information about lt's

Foundalion before or afler my keatment or fullllment ofthe'purposa'

for which assistance is being requested

2) I (Applicant) further a9r6e that any such use of my name, address, photo & details of the 'purpose". lor which such assistanca is requgstod/gGnt€d'

will not automatically entitte me ro ecetrint o, continuing the said assistance. The decision for granting and/or contlnuing the s3sist8nca will lrst sol€ly

with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me.
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By afllrrng hereunder, signatuae of our Authorised Signalory lor recommendinq this case/patient for financial assistance from Koshika Foundation we

(Hosprtal) hereby afllrm & accePt following
1) that we neilher aae presently nor will in Iu ture avail of financial assistance from another NGO or any oth6r source. for th€ same patienucas€, as w€ aro

requesling to get rrom Koshrka Foundatlon to the extent thal such assistance rs granted by Koshika Fo
make up lhe shortfall fro m another NGO or any other source. This

undation. lf lhe requesled assistance is not granted

by Koshika Foundation. in Part or in full. then the Hospital reserves its right to

conrlrmation essentially states that the HosP ital will nol avail any duplicate assistance for the same patienucase from any other NGO or any olh€r sourc€

2) The assislanc€ lrom Koshika Foundation is only financial in nature. The choice of the treatmenVprocedu re advisod/conducled by tho Hospital on the

patient, is based on the arrange ment between the Patient & the HosP ital, and is in no way influsnced bY Koshika Foundation. H€nce , the Hospilal will

assume sole & complete resPon sibility of the treatment & it's outcome & safety of tho patient, and Koshika Foundation will have no role or responsibility

in the matter.
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