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1) By aflixing my signature or thumb impression on this Form, I

useipublish/put-upreproduce my name, address, photo & detail

medium, including but nol limited lo verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

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

, oith"'pr,po"u;, fot'rhich such assistance is requested/granted, through any

soticitlng'Oonations br Xoshika Foundation and/or disseminating inlormation about it's

maOe O"y fosnifa foundation before or atter my treatmenl or lulfilment of the 'purpose"

for which assistance !s being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & details ol lhe "purpose", for whicil such assistance is requested/granted'

will not automatically enti[e me for receiving or 
"ontinring 

the s"io asiistance. The decision lor granting and/or continuing the assistance will rest solely

with the TrusteEs of Koshika Foundatian, and their decision is this regard will be finaland acceplable to me'
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By affixrng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afllrm & accept following
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, lor lhe same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is nol granted

by Koshika Foundation . in part or in full , then the HosPita I reserves it s righ t to make up the shortfall fro any olher source. This
olher NGO or any other source

m another NGO or

conf irmation essentiallY states that the HosP ital will not avail anY duPlicale assistance for the same Palienl./cas€ from any

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducted bY the HosPital on the

patient, is based on the arrangement between the Patient & the Hospital, and is in no way influenced by Koshika Foundation. Hsnc€ , tho Hospital will

assum e sole & comPlete resPonsibi lity of the treatrnent & it's outcome & salety of the patienl, and Koshika Found alion w ll have no role or responsibility
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