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of my name, address, pioto & detairs of the 'purpos',e', for which such assistance is requestedreranted'

wilr not automaticalry entitte .e to, rece,v,ni-o-, L"i'inring t" 
""io ".iistance. 

The d;iio; io;;rantrng and/or continuing the assistance will rest solely

with the Trustoes of Koshika Foundation, a;d therr decisr-on is this regard will be final and acceptable to me'
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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trust€es to

use/publish/put-upkeproduce my name' address, Photo & details of the'PUrPose', for which such assistance is requested/granted, through any

medium, including but not limiled to verbal, print, electronac, for soliciting donations lor Kosh ika Foundation and/or disseminating information abou tits

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fumlment otthe'purpo se'
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By atf xing hereunder slgnature ol our Authorised Signatory for reclmmending lhis case/pa tient for financial assistance from Koshika Foundation' we

(Hospitalthereby amrm & accept lollowing

1) that we neither are Presen y nor will in fuiure avail of financial assistance from another NGO or any other source, for the same Pati enucase, 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 not granted

by Koshi k; Foundation, in Parl or in full. then the HosP itat reserves it's right to m;ke up the shortfa ll from another NGO or any other soulce This

conflrmation essentiallY states that the Hospital will not avail any duplicat8 assistanc€ for lhe same pationl/case from any other NGO or any olher source

2) The assistance from Koshika Foundation is onlY financial in nature The choice of the treatmenUProcedure advised/conducted bY the HosPital on lhe

patient, is based on the arrangemen t between the Patient & the Hospital, and is in no way influoncsd bY Koshika Foundation. Hence lhe Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & salEty of the patient. and Koshika Foundati on will have no role or responsibility
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