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

ls oi ttre 'purpose;, for which such asslstiance is requested/grantad, through any
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By affixang hereunder, signature of our Authorised Signatory for recomm ending this cas€/patient for financial assistance lrom Koshika Foundation' we

(Hospital) hereby afiirm & accept following
1)that we neithar are presently nor will in futu re avail of financial assistance from another NGO or any other source, for the same patienvcase, as w€ arc

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

by Koshika Foundation. in Part or in full, then the Hospltal reserves it's right to mako uP the shortfall from anothor NGO or any other source This

confi rmation essentiallY states that the Hospital will not avail any duplicate assistance for tho same patienucase from any oth€r NGO or any othor source

2l The assistance from Koshika Foundation is only finaocial in nature. The choice ol the treatment/Proced ure advised/conducted by the Hospital on the

pati€nt, is basod on lhe arrangemont betw€€n the patient & the Hospital, and is in no way innuencsd by Koshika Foundation. Honc8, tho Hospitalwill

assu me sole & complete rcsponsibility of the koatrn€nt & it's outclme & safety of the Patient, and Koshika Found ation will have no rcle or rBsponsibility
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