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'!) By aflixing mY signature or lhumb imPression on this Form, I (APPI icant) hereby agree & authorise Koshika Foundation and it's Trustees to

, for which such ass istance is requ ested/granted, through any

use/publishi PuFUP/re produce mY name, address.
s for Koshika Foundalio n and/or dissem i;ating information about its

activities/achievements Such use of mY Photo & details can be made bY Koshika Foundation before or afier my treatment or fulfilment ol the 'Purpose'
medium, including but not limited to verbal, Print'

2) I (Applicant)further agree that any such use ol my name' address. Pholo & details of the "PUrPose", lor which such assistance is requested/granted'for which assistance is being requested

will nol automatically entitle me for receaving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest soiely

with the Trustees of Koshi ka Foundation. and their decision is this regard wi ll be final and accePtable to me
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By affi xing hereunder' signa ture of out Authorised Signatory for recommending this case/Patient lo' financial assistance from Koshika Foundation' we

1) that we neither are Presen tly nor will in futu re avail of financial assistance frcm anoth€r NGO or any other source, for the s€me Patienl/ case, as we ale
(Hospita l) hereby affirm & accept following:

requesting to get fiom Koshika Foundation, to the extent that suc h issistance is granted bY Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital it s right to make uP the shortfall from another NGo or any olher source This

confirmation essentiallY states that the HosPital rvill not avail any duplicato assistance for the samo patient/case from any oth€r NGO or any other sourcereserves

The assistance from Koshika Foundation is onlY financial in nature The choice of the treatmenUProced ure advi sed/conducted bY the Hospital on the

patient, is based on the arrangement betweBn the Patient & the HosPital. and is in no way influ€nced bY Koshi ka Foundation. Hence , the Hospilal will

photo E details of the "Purpose'
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ass ume sole & complete responsibilitY of the troatment & it's oulcome & saIoty of the Patient, and Koshi ka Foundation will have no role or r€sponsibilitY
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