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1) 8v afiixing my signatu.e or thumb impression on this Form, I {Applican0 hereby ag ree & authorise Koshika Foundation aod it's Trustees to

use/pu blish/pu!up/.eproduce my name, address, photo & details of the'purpose'. for which such assistance is requested/granted, through any

medium , inciuding but not limited to verbal, print, electron ic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about its

acrivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fumlment olthe'purpose'
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with the Trustees of Koshika Foundation, a;d their decisi;n is lhis regard will be final and acceptable to me'
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By affixrng hereund er. slgnature of our Authorised Signatory for reclmmending this case/patienl for financial assistance f@m Koshika Foundation' we

(Hospita l)hereby affi rm & accept lollowing

1)lhat we neither are presently nor will in fu ture avail of flnancial assistance from another NGO or any othea source, for the same Pa tient/case. as we are

reQuesting to gel from Koshika Foundation, to the extent that such assislance is gra nted by Koshika Foundation. lf the requested assi stance is not g€nted
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the Hospital reserves it's right to make up the shortfall from another NGO or any other source This

will not avail anY duPlicate assistanc€ lor the same Patien t/caso frcm any other NGO or any other source
ly

in the matter.
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2) The assislance from Koshika Foundalion 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 E the Hospital, and is in no way influenc€d by Koshi ka Foundation. Hence the Hospital will

assume sole & comPlete responsibility of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no role or responsibi lrty
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