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

use/publish/putup/reproduce my name, address, photo & detai

medium. including but not limited to verbal, print, eiectronic' for

activities/achievements. Such use oI my photo & details can be

for which assistanca is being requested.
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witt not automaticatty eniitle me for receiving or coninuing the said assistance. The docision for granting and/or continuing the assistance will rest solely

with the Trustees ot Koshika Foundation, and thek decision is this regard will be linal and acceptable to me.
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By afiixing hereunder. signature of ourAuthorised signatory for reclmmending this case/patienl for financial assislance from Koshika Foundation,',Ye

(Hospita l) hereby affirm & accept following
1)that we neilher are presently nor will in fu ture avail of financial assistan@ from another NGO or any other source. for the same patienucase, as we aae

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requ€sted assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it s right to makB up the shortfallfrom another NGO or any other source This

confi rmation essentiallY states that the Hospital will not avail any duplicat8 ass istance for the sam€ Patienucase from any other NGO or any olher source

2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatment/Procedure advised/conducted by the Hospilal on the

patient. is based on ihe arrangement between the patieni E the HosPita l. and is In no way influsnc€d by Koshika Foundation. Hencs, th€ Hospilal will

ass ume sole & c.mplete responsibility of the lreatment & it's outcomo & satety of ths pationt, and Koshika Found ation will hav€ no rcle or responsibility
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