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1) By affixing my signature or thumb imp ression on this Form l(APPI icant) hereby agree & authorrse Kosnika Founoation and rt's Trustees to

use/Publish/pul-uPreProduce mY name' address. Photo & details of the 'purpose', for which such assistance is req uested/granted, through any

medium, including but not limiled lo verba 1, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about ils

activities/ u"6'"rsments Such use ol rny Photo & details can be made bY Koshika Foundation before or after my treatment or lulfilment of the 'Purpose'

2) I (Applicant) furlher aqree lhat anY such use of mY name, address, Photo & details of lhe "purpose", for which such assistance is requested/granted'for which assistance is being requesled

will nol automatical ly entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation' and their decision is this regard wi ll b€ final and acceptable to me
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By affixrng hereunder, slgnature of our Authorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation' we

(Hospital)herebY atfirm & accePt lollowing
avail of financial assistance from another NGO or anY other source, for the same oatient/case, as we are

assistance ls not granted

requesting to get from Koshika Foundation, to the extent that such assistance isgranted by Koshika Foundation. lf the requested
r source. This1) that we neither are presently nor will in future

by Koshika Foundation. in Part or in lull, then the HosP ital reserves it's right to make uP the shortlall from anoth er NGO or any olh€

conflrmatio n essentiallY states that the Hospitalwill not avail any dupllcale assa stance for the same Patienl/case from any other NG O or any other source

The asslstance lrom Koshika Foundation is only financ ial rn nature. The cho ice of the treatmenuproced ure advised/clnducted bY the Hospilal on lhe

patient, is based on the arrangement between the Patient & the HosP ital. and is in no way inlluenced bY Kosh ika Foundation Hence th6 HosPitalwill
2)

assume sole & comPlete responsibi lity of the treatrnent & it s outcome & safety of the Patient. and Koshika Foundation will have no 
'ole

or responsibilitY
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