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

usei publisn/put-uplreproduce my name, addless. photo & detai

medium, including bul not limited to ve.bal, print' electronjc for

activities/achievements- Such use of my photo & delails can be
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witt, tte frustees of'Xoshika Foundation. a;d their decision is lhis regard will be final and acc€ptable to me'
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By affixing hereunde r, iignature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affi rm E accept lollowing

1) that we neither are presently nor will in tuture avail of flnancial assistance from another NGO or any other source, for the same patient/case

requestlng lo gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the req uested assistance is not granted

by Koshika Foundation,
mnfi rmation ess€ntiallY

in part or in lull. then the HosP ital reserves it's right to ma ke up the short all from another NGO or any other source. This

states that the HosP ilalwill not avail any duPlicale assistance for the sams pati€nucasB fiom any other NGO or any other source

2l The assistance from Koshika Foundation is only financial in nature. The ctroice of tne treatment/procedure advised/conducted by the Hospital on the

patient , is basod on the arrangement between the Pa tient & the Hospital. and is in no way influonc€d bY Koshika Foundation. Hence. the Hospital will

assLlm e sole & comPlete responsibi lity of the treatment & it's outcome & safoty of the Patient, and Koshika Foundation will have no role or responsibility
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