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1) By aflixing my signature or thumb impression on this Form' I
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The decision for granting and/or continuing the assistance will rest solely

with the Trustees oi'Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affixrng hereunder. slgnature ol our Authorised Signatory for recom mending lhis case/palient lor financialassistance from Koshika Foundation' we

(Hospital) herebY affirm & acceDt following
1) that we neilher are presently nor will in future ava il of llnancial assistance from another NGo or any other source, Ior the same patient/case, as we are

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

by Koshika Foundation, in Part or in tull, then the Hospital reserves it's ght to make up the shortfall from anoth€r NGO or any other source. This

confirmation essentiallY statss that the Hospitat will not avail ahy duplicale assistance for the samo patiEn Ucas€ from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproced ure advised/conducted by the Hospital on lhe

patient , is based on the arrangement between the Patient & the Hospital. and is in no way inf,uenced by KoEhika Foundation. Hence, the Hospitalwill

assume sole & complete resPonsibi lity of the keatment & its outcome & salety oI the patient' and Koshika Found ation will have no role or responsibility
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