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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby

use/oublish/put-up/reproduce my name, address' photo & details of the "purpose',

medium including but not limited to verbal, print, electronic' for soliciting donation

activities/achievements. Such use of my photo & details can be made by Koshika

for which assislance is being r€quest€d.
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*-itt noi automaricatty enile me for receiving or cont;nuing the said assistance. The d€cision for granting and/or continuing the assistance will rg3t solely

with the Trustees of Koshika Foundation, and th€ir decision is this regard will b8 final and acceptabl€ to mo.
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By atfixing hereun der, signature of ourAuthorised Signatory for recommending this case/patient tor fin6nciel assistance trom Koshika Foundation, we

(Hospital) herebY amrm & accept following
1) that we neither are presehlly nor will in future avail of financial assistance from another NGO or any othor sourca, for the samo patienucase, as wg are

requesting to get fiom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital roserves it's right to make up th€ shorthll from another NGO or any other source. This

conflrmation essentiallY stat€s that the Hospitalwill not avail any duplicat€ assistan c€ for the same pstienUcaso from any other NGO or 8ny othEr source

2)The assislance from Koshika Foundation is only financial in nature The choice of the trealmenuprocedure advised/cond ucted by the Hospital on lhe

patient. is based on the arrangement between the patient & the Hospital, and is in no way influ€nced by Koshika Foundation Honc6. ths Hospital will

assume sole & complete responsibility of the treatment & it's outcome & saf€ty of the patient, and Koshika Foundation will have no rol€ or responsibility

in the matter.
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