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1) By aflixing mY sagnatue or thumb impression on this Form, I (Applicanl) hereby

use/publish/Pul-uPreProduce mY name, address, photo & details of the "purpose",

medium, including but not limited to verbal, print. electronic, for soliciting donations lor Koshika Foundation and/or disseminating inlormation about its

actrvities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or alter my treatment or fumlment ol the 'purpose

2)

aoree & aulhorise Koshika Foundation and il's Trustees to

for whrch such assistance is requesled/granted, through any

for which assistance is being requested'

2)I(Applicant)furtheragreethatanysuchuseofmyname,address,photo&detailso'the"purpose,.'forwhichsuchassistanceisrequested/granted,
will not automatically entitte me for receivin!-or 

"oit'inring 
ttte s"ia a""istance' The decision ior gianting and/or continuing the assistraoce will rest solely

*ii, G" rrr"t""t or'roshika Foundation, a;d their decision is this regard will be linal and acceptable to m€'
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By affixing here under, signalure of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hospital) herebY aflirm & accepl following

1) thal we neither are prosently nor will in ftiture ava il ol financial assistance from another NGo or any other source, for the same patienucase, as we ale

requesting to gel from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the req uested assistance is not granted

by Koshika Foundati on, in part or in lull . then the Hospi tal reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essential ly states that the Hospilal will not avail any duplicate assistance for the same oatient/case from any other NGO or any othor sourc€

The assistance from Koshika Foundation is only financial in natu re. The choice of the treatmenUproc€dure advised/conducted by the Hospilal on the

een the patient & lhe HosP ital. and is in no way influonced bY Koshi ka Foundation. Hence, lh€ Hospitalwill

in the matter.
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patient, is based on the arrangement betw
safety of the Patient, and Koshika Foundation will have no role or responsibility

assum e sole & complete responsibility of the treatment & it s outcome &
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