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1) By afflxing my signature or thumb impression on this Form' I I

use/publish/puLup/reproduce my name, address' photo & deiail

medium, including but not limited to verbal print, electronic, for

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

'Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

. oith" 'pr,po"";, fo, ,rhich such assistance is requested/granted, through any

soticiting donations for Koshika Foundation and/or disseminating information about it's

maae O! foslifa foundation before or after my treatrnent or fullilmgnt of the'purpose'

for which assistance is being requosted.

2) I (Appticant) fudher agree that any such use ol my name, address, pholo & details of the 'purpose", for which such assistanc€ is request6d'/granted'

wilt nol automatically entitte me for receiving or continuing the said assistance. The decision for granling and/or continuing the sssistance will rest solgly

;ith the Trustees of'Koshika Foundation, and their decision is this regard will be final and accoptable to me'

I) yRrs{c{ qclf,kln q iftB al Erq tFlI{;{, d (fii6) !cs{ {Eqfd 61 ffr6(i[tq{'liitlTlstdkrqqt{T€.dqrdcl'oiqfrr{ll!i{l|ltn6i{ltq'
Inr, tH at{ ql fc<or rs yc? { r1fird t, st 'aiRr6l'qqq€l, <ti, ?r{iuql {d 3t{q t Y6 ''fdBftd 

qk Bq-dtd + fra tFql s rsR qqq

t csrftd c,{i + fds qfrT( *l li YTr 6l Eq{q it r{rrq * crd qr sG t 6d * ftq "ojRmr vrcdqr" q qr$ etuqi tr

2) t ( qraq6) 5r an t vtq< (fotn rq,.rm, ql-d dR f€ol d fd RItq- +E<tYiff vrfia l fi e<: ltrRliil fi !6<r:rd inrdll !{{is{

"+tfrr+r" wl rcd <rfimi 6r fFiq altdq qh qqrrfr t,IIt

By affixing hereunder, signature oI our Authorised Signatory for recom mending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following

1) that we neither are presently nor will in future avail of ,inancial assistance korn anolher NGO or any other source, for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent thal such assistanc€ is granted by Koshika Foundation. lf the requested assislance is not granted

by Koshika Founda tion, in part or ln full, then the Hospi tal reserves it's right to make u p the shortfall from another NGO or any other source. This

conllrmation essentiallY states that the Hospitalwill not avail any duplicate assistance for tho same Pati6nl,,case from any other NGO or any other source

2) The assistance from Koshika Foundation is only flnancial in natu re. The choice of the treatmenVProcedure advised/conducted bY the ltospital on the

patie nl is based on the afiangement between the Patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence , the Hospilalwill

assume sole & complete responsibility of the treatment & it's oulcome & safety of the Patien t, and Koshika Found ation will have no rolo or rssponsibilily

in the matter.
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