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*e or my name, address. phoro & derals or rhs 'purpos€'. ror which such aslistance is requosted/sranted'

w.,r not automaric€ry entitre .e to,ecei,ni1"r ilffiil; ;;;t"i"e rh" oJ.i- i.;. iianting and/or continuing the asslstance will rest sole

with ths Trustees of Koshika Foundation, an'Jtheir oecisi-on is ttris regard will b€ final and acceptable to ms
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1) By afiixing my signature or thumb imPression on this Form. I (Applicanl) hereby agrce & euthorise Koshika Foundation and it's Trustees to

use/publish/P ul-up/reprcduce mY name, address, photo & details of lhe'purpose', lor which such assistance is requested/grantod, through any

medium, including but not limited to verbal' Print' electron ic, for soliciting donatlons for Koshika Found ation and/or disseminating lnfomatior about its

activities/achieYem ents. Such use of mY Photo & details cah be made by Koshika Foundation before or alter my trcatment ot fumlment of the 'B'rpose

.+iftcr, qq Esd qftql ar fiptq ffiq qk nq6rt d'nt

By afllxing hereunder, signature of our Authorised Signatory for recommending this cas€/patignt for financial assistance lrom Koshika Foundation' we

herebv affirm & accopt lollowing:
neith;r are pres€ntly nor will in fulu

ly

cEl,

\

(Hospital)
re avail of financia I assistanc! from snother NGO or any oth€r source.lor the same Pati enucas€, as we are

requesting to get kom Koshika Foundation' to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granled1) that we

by Koshika Foundation in parl or in lull. then th
stat6s that tho Hospital

e Hospital ressrves h'

wilt not avail aoy dupl
s right to make Lrp the shortlall kom another NGO or anY other source This

conflrmation essontiallY
ical€ aSsistance for the same Pation Ucase from any other NGO or any other sourc€

2)The assistance from Koshika Foundation is only financisl in nature ihe crroice of the treatrnenUproced ure advised/conducted bY the Hospital on the

patient. is based on the arrang ement betw€en tho Patien t & the Hospital. and is in no way influgnced by Kosh ika Foundation. Honca , th€ Hospital will

assume sole & complete r€sponsibility of the treatm€nt & it's outcgme & salety of the Patien t, and Koshika Foundation will havg no role or responsibility

in the matter.
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