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'l) By afiixing my signature or thumb imp.ession on this Form, I iApplicanl) hereby agroe & authorise Koshika Foundation and it,s Tru stees louse/publish/putup/reproduce my name, address, pholo & details of lhe'purpose', for which such assistance is requested/9ranted, lhrough anymedium, including but not timited to verbal, print, eleclronic, for soliciting donalions for Koshika Foundation and /or disseminating information about it'sactivities/achievements. Such use of my pholo & delaits can be made by Koshika Foundalion before or after my treathent or futfilment of lhe,purposo"for which assistance is being rcquesled
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2) I (Applicant) further agree that any such use of my name, address, photo & detairs of the 'purpose', Ior which such assistance js .equestgd/granted,will not automalically entitle me for receiving or continuing the said assistance- The ;ecision for granting and/or continrln!1rre ,rarstrn"" ,rill rest sol€lywath the Trustees of Koshika Foundation, and their decisi;n is this regard will be final and acceptable to me.
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By affrxing hereunder, signarure of our Authorise(, Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we(Hospital) hereby affirm & accepl following
I )that we neither are presen y nor will in future avail of financial assislanc€ from another NGO or any other source, for the same patienvcase. as we arerequesting to get from Koshika Foundation, to the extent thal such assistance is 9ra nted by Koshika Foundation. lf the reo

up the shortlall from ahother NGO or'
uested assistance is not grantedby Koshika Foundation, in part or in full. lhen the Hospjtal reserves it s right lo make any other source. Thisconfi rmation essentially states that th6 Hospitalwill nol avail any duplicato assistsnc€ for the same patieit/case from any other NGO or any other sourco2) The assistance from Kosh ika Foundation is only financial in nature. The choice ot the trealmenuprocedure advisediconducted by lhe Hospitat on thepatient, is based on the arangement between the patient & the Hosp,tal. and is in no way infuenced by Koshika Foundation. Hence, the Hospital willassume sole & complete responsibility of the treatmenl & it,s outcome & safely of lhe patient, and Koshika Found ation will have no role or responsibililyin the matter
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