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1)By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, inciuding but not limited to vsrbal, print, electronlc, for
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By afllxing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afirm & accepl followingl

1) that we neither are Presently nor will in futu re avail of financial assistance from another NGO or 8nY other source, for the same patiant/case, as we arc

requesting to get from Koshika Foundation, to the extent that such assistance is qranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospila I reserves it's right to make up tho shortfall hom another NGO or any other source This

conllrmation essentiallY states that the Hospital will not avai I any duplicats assistanc€ lor the same Pati enucase from any oth€r NGO or any other source

2) The assistancl lrom Koshika Foundation is only financial in nature. The choice oI the treatment/Proced ure advised/con ducted by the Hospital on the

patient , is based on ths arrange ment bgtwe€n the Patient & lh€ Hospital, and is in no way influenced bY Koshika Foundation. Hencs, the Hospital will

assume sole & complEte responsibility of the treatment & it's outcomo & salety of the patient, 8nd Koshika Foundat ion will have no role or responsibiiity
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