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was requested by me.
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1) By aftixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/pubtishfiut-up/ieproduce my name. address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medlum, including but not limited to verbal, print, elect.onic, for soliciting donations for Koshika Foundation and/ol dissemlnating lnfo.mation about lfs

activities/achieve;enb. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment olthe'purpose'

tor which asslstanc€ is being requesled.

2) I (Applicant) funher agree that any such use of my name, address, photo & delails of the "purpo8e", for whlch such assistance is requestsd/granted,

witt noi automatically enai{e me for receiving or conlinuing the said assistance. The decision lor granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regafd will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i;itrlt w6 neittrer are presently nor will inJuture avail of flnancial assislance frorn another NGO or any other source, fo. the same pati€nucase, as we are

r;questing to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lfthe requested assistance is not granted

Uy koshiki Fo-undation, in part or in full, then lhe Hospilal reserves it's righl lo make up the shortfall from another NGO or any other source. Thls

;nfirmation ess€ntially st;bs that the Hospitsl will not avail any duplicals assislanca for tho same pationl/caso from 8ny olher NGO or any other sourcB

Z; ftre assistance trori Koshika Foundation is only financial in nature. The choice of the treatmenvprocedvre advised/cln!ucted by the Hospital on the

a;fie;t, ls basod on the arEngement betwoen the pati€nt & the Hospital, and is in no way influonced by Koshika foundalion. Hence, the Hospltalwlll

liiumi ioie a *mpfete resp;nsibility of the keatment & it's outcome & safety of lhe patient, and Koshika Foundation will have no role or r8sponsibility

in the matter.
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oECLARATIOI by APPLICANT qr]<{' Bm dqun rr:
1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanca, il any,

liabls for r€jectiorvcancellation.
2) I solemnry;nfirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose'. as stated in this Form, for which such assistance
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