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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorisa Koshika Foundation and it's Trustees to
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/pabient for financial assistance from Koshika Foundation, we
{(Hospital) hereby affirm & accept following: _

1) that we neither are presently nor will in future avall of financial assistance from another NGO of any other source, for the same patient/case, ss we are
requesting to ge! from Koshika Foundation, o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves IV's right 1o make up the shortfall from another NGO or any othet source. This
confirmation essantially states thal the Hospital will not avail any duplicate assistance for the sama patient/cases from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choica of the trestmentiprocedure advisediconductad by the Hospital on the
patient, is based on the srrangement batwaan the patient & tha Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospftal will
assume sole & complate responsibility of the treatment & it's outcome & safely of the patient. and Koshika Foundation will have no role or responsihility

in the matter

vt sfrge, wed w1 sin & s W s el @ fafi awe by fewl o) e ¥, v rese) Frer gen @ e w e s

1) W% & 7 @ wiem o 3§ i F i s Bl i weh dem el s w8 i F @ ow Ao W o Cefow s
A fef i om € way F “sife e g e v v b ol Csilen wehm g wew el sifeeaes ¥ v T e o sv
il w3 v wverd w0 fissd sy wenm @ w99 W efusr g e b W g d we s w § e sees il we e O iy fed
e wowiit dem m fedl s e @ At S

2. “wiferm wree @ o v i i w96 W v oo @ o wew o avmiee o OOl weem

# i W fwe & sk “wifw s g e ven w o o b owele v o 90 F e e SR O wid e Rl v
= arht sl st W s gfew o faioh @ oamR F o

Date of Surgery
v %) A

1-4-24

3
STGNATURE ol TRUSTEE 10

fer?

20-06-2025



