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1) By aflixing mY sEnalure or lhumb impression on this Form, I (APPlicanl) hereby agree & authorise Koshi ka Foundation and it's Trusiees to

use/publish/Put-uP/rePr oduce mY name, address, Photo & details of lhe "Purpos e", for which such assistance is requested/oranted, through any

semr;afing informatron about it's

medium, including but not limiled lo verbal. Print, elec tronic, for soliciting donations loi Koshika Foundation and/or dis

activities/achievements Such use ol mY Photo & deta ils can be made bY Koshi ka Foundation belore or after my treatment or lumlment ol lhe'Purpose

lor which assistance is being requested ". lor which such assistance is requested/granted'

2) I (APPIicant) lurther aglee that any such use of mY name, address, photo & details of the 'purpose

will nol aulomal ically entitle me for receiving or continuing the said assistance. The decision lor granting and/or contin ;ing the assistance will resl solely

with ttre Trustees of Koshika Foundation and their decision is this regard will be final and acceptable to me
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By affixrng hereunder, slgna ture of our Authorised Signatory Ior recommend;9 this case/patient for financial as;stance fiom Koshika Foundation' we

1)that we neith;r are PresentlY nor will in future avail of financial assistance f.om anoth er NGO or any other source. for the same Patiant/case, as we are
(HosPital) hereby affirm & accept lollowing

requesting to get from Koshika Foundation, to the extent that such assistance is qranted bY Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the HosP ilal resewes it's right to make uP the shortfall from another NGO or any other source This

conflrmation esse ntially states that the HosPital will not avail any duplicate assistanco for th€ same Patienu case lrom any other NGO or any oth€r source

2) The assistance from Koshika Foundation is onlY flnancial in nature The choice of the treatment/Procedu re advised/conducted bY the Hospita I on the

patient, is based on lhe arrangement between the Patient & the HosP ital. and is in no way influenced bY Koshi ka Foundation. Hence, the Hospital will

assume sole & comPlete responslbility of the treatment & it's outcome & salety of the Patient. and Koshika Foundation willhave no role or resPonsibility
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