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hereby agree & authorise [oshika Foundation and it's Trustees to

'l) By afii)(rng my srgnature or thumb imoression on this Form, I (Applicant)
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use/publish/Put-uP/ reproduce my oame
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me lor receiving or continuing the said assistance The decision for granting and/or continuing the assistancs will rost solely
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requesting to get from Koshika Foundation, to extent that such assistance is9ranted bY Koshika Foundation. ll the requ€sted
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by Koshika Foundation, in Part or in full, then the Hospital reseNes it s right to make up the shortfall from anoth er NGO or any otherthe

confirmation essentiallY states that the HosPital wi ll not avai I any duPlicate assistan ce for the same Patienucase from any other NGO or any other source.

2) The assis Ence trom Koshika Foundation is only financial in nature The choice oI the treatmenuproced ure advrsed/conducted bY the Hospital on the

patient , is based on the arrangement between the Patient & the Hospital and is in no way inf,uenced bY Koshika Foundation. Hence, the Hospital will

assume sole & complete resPons ibility of the treatment & ifs outcome & safety of the Patient, and Koshika Found ation will have no role or responsibility
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