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lT,iffl,-:[flT":"lirfi,"i"1'"t""J"r1"n ,"e of my name, address. phoro & details of ths 'purpose', for which such assisranca is requested'/sranted'

wi[ not auromaticaly entifle me for recaiving or continurng the said assistance. The d;iaion tr iranting andior continuing the assistancs will rsst sol€ly

with the Trustees of Koshika Foundation, a;d their decisi;n is lhis regard'^'ill be final and acceptable to me
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'1) By aflixing my signalure or thumb impression on this Form. t (Applicant) hereby agr6€ & authorise Koshika Foundation and it's Trustees to

use/publish/Pu t-up/reproduce mY name. address, photo & details ofthe'purpose'. fo. which such assrstance is requested/granted, through any

medium. including but not limrted to verbal , print, electronic, for solicitang donalaons for Koshi ka Foundation and/or disseminating intormation about ils

activities/achievements Such use of my photo & details can be mad6 by Koshika Foundation before or aftor my treatm€nt or fumhent ol the 'pu'pose
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By affixing hercunder, slgnalure ol our Authorissd Signatory for recommending this case/pati€nl for financial assistance from Koshika Foundatioo' vre

(Hospital) hereby afllrm & accept following

1) that we neither are presently nor will in luture avail of financial assistance lrom another NGO or any ofher source, for the same patienucase , as we ale

requesting to get from Koshika Foundation, to the extent that such assistance is grant€d bY Koshika Foundation. lf the requeslod assistance is not granted

by Koshika Founda tion, in part or in full. then the Hospital reserves it's right to make up the shorlfall from anoth er NGO or any othsr source. This

confirmation essenti ally states that lhe Hospital will not avail any duplicate assistance for the same 9atienucase from anY other NGO or anY other source

2)The assistance from Kosh ika Foundation is only financial in nature. The choice of the treatrnenUProcedure advised/conducted bY th6 Hospital on the

. is based on the arrangement between the Patient & the Hospital , and is in no way influenced bY Kosh ika Foundation. Hence , tho Hospitalwill
palient salety ol the Patient, and Koshika Found ation will have no role or responsibilitY

assume sole & complete responsibi lity of the treatment & its out@me
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