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'1) By affxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publ ish/pulup/reproduce my name, address, photo & details of the'PUrPose' , for wh ich such assistance is requested,/granted. through any

medium, including but not limited to verbal , print, electrgnic, for soliciting donations for Koshika Foundation and/or disseminating information about its

aclivities/achievelhents. Such use ol my photo & details can be made bY Koshika Foundation before or atter my treatment or fumlment of the 'purpose'
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By affixing hereunder, signature of our Authorised Signaiory for recommending this case/patient for financial assiElance from Koshika Foundation' we

(Hospital ) hereby affirm & accspt lollowing:
1)that we neither arc prcsentl y nor will in future avail ol financial assistance from another NGO or any othea source. tor the samo patienUcas€ , as we are

requesting to get from Koshika Foundation, to the exient that such assistance is gra ntod by Koshiks Foundation. lf the requested assistance is not granted

by Koshika Foundation' in Pa rt or in full, then the HosP ital roserves it's right to make uP the shortfall from anoth sr NGO or any other source. This

confirmation ess€ntially statss that the Hospital will not avail any duplicaae assistanco for the sama patienucas€ from any othor NGO or any other source

2) The assistance lrom Koshika Foundation is onlY financial in nature The choice ol the treatmenuprocedure advised/conducted bY the l-lospital on the

patient, is based on the arrangem6nt betwegn tho patient & the Hospital. and is in no waY influencod bY Koshika Foundation. Hsnce , th6 Hospital will

as8ume sole & complete responsibility of the treatm€nt & it's outcome & safoty of ths pationt, 8nd Koshika Foundation vJill havo no role or responsibility
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