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1) By affixng my signature or lhumb ampression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medi!m including but not limited to verbal, print, eiectronic' for

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

for which assistance is being requested.

2) I (Applrcanl) further agree that any s,-rch use of my name, address, pholo & detrails of the "purpose', lor which such assistance is requesled/granted,

will not aulomatica y enti{e me for receiving or cont;nuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this .egard will be ,lnal and acceptable to me
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By aflixing hereunder, signature of our AuthorisedSignatoryforrecommendinglhiscase/patientforfinancjalassistancefromKoshikaFoundation,we
(Hospita Ithereby afllrm E accept following
1) that we neither arc presently nor will in future avail of financial assistance from another NGO or any othor source, for the same paticnt/case. as we are

.equesting to gel from Koshaka Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This
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patient, is based on the arrangement between the

financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient & lhe HosP ital. and is in no way influenced by Kosh ika Foundation. H6nce, the Hospitalwill

assume sole & complete responsibility of the treatment & it s outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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