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1) By afilxing my signature or thumb impression on this Form' I (Applicant) hereby
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By affixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient for financial assistanc€ from Koshika Foundalioo' v'e

(Hospital) hereby affrm & acc?Pt following
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conllrmalion essentiallY states that the Hospital will not avail any duplicate assistance for the same Patienucase from any othsr NGO or any othgr source.

2) The assistance from Koshika Foundation is only financial in nature. The cho ice of the treatmenuProcedure advised/con ducled by the Hospital on the

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

assu me sole & complete responsibi lity of the treatment & it s outcome & salety of the patient. and Koshi ka Foundation willhave no role or rosponsibility
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