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1) By afiixing mY signature or thumb impression on this Form, I (APPli cant) hereby agree & authorise Koshika Foundation and it s Trustees to

use/PUbl ish/put-uPheProduce mY name. address, Photo & details of lhe "Purpose ', lor which such assi slance is requestedigranted, through any

medium. including but not limited to verbal, Print, electronic, for soliciling donations for Koshika Foundation 3nd/or dissemi;afing inlormation abou t it's

activities/achi evemenls. such use ol my Photo & details can be made bY Koshika Foundation before or after mY treatmenl or lumlment of the'Purpose'

2) I (Applicant) further agree that any EUc h use ol mY name, addres!, Photo & detaib ol the 'purpose', lor whicfr luch assistance is roquestedigranted'
lor which assistance is being requested

will not automatically entille me for receiving or continuing the said assistance The doclsion for granting and/or continuing the assistance will rest solely

with the Truste€s of Ko6hika Foundatlon, and their decisi;n is this r6gard will b€ linal and accePlable lo me
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By affixing hereunder, sign ature of our Authoised Signatory lor recommending lhis cas€/patient tor financial assistrance from Koshika Foundation' we

1)that we neither are Paesently nor will in fu ture avail of flnancial assistancl lrom Enother NGO or any other source, for tho s,ame patienucase , as we are
(Hospital) hereby afiirm & accept following:

to the extent that such assistance is granted bY Koshika Foundation. lf the requgstod assistance is not granted

requesting to get from Koshika Foundation,
ht to make uP the shortlall lrom another NGO or any other source. This

by Koshika Foundation .inpart or in full, thgn the Hospital reserves il s rig O or anY other source

confirmation ess€ntiallY states liat the Hospital will not avail any duplicate assistancs for the samg pati6nl/case from any olher NG
the Hospital on the

2)The assis€nce from Koshika Foundation is only financ ial rn nalurc The choice of the reatmenUProcldu re advised/conducted bY

palient. is based on ihe arrangomont betwean tho Pati€nt & the HosP itat. and is in no way influenced bY Kosh ika Foundation. Hencs . the HosPital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the Patiant. 8nd Koshiks Foundation will havg no rol€ or resPonsibilitY
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