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

u;e/publish/put-upheproduce my name, address, photo & detail

medium, inciuding but not limited to verbal, print, electronrc' for
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with the Trustees of Koshika Foundation, a;d thei' decision is this regard will be finaland acceptable to me'
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By affixing hereunder, signature of ourAuthoris8d Signatory for rscommending this case/patient for llnancial assistance from Koshika Foundation' lv€

(Hospital) hereby affirm I accept lollowing

1)that we neither are presently nor will in future ava il of financial assistance from another NGO or any other source, for the same patienvcase, as we are

requesting to get frcm Koshika Foundation, to the exten t that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital rgserves it's right to make uP the shortfall from another NGO or any ot6s15eg1sE. This

confirmation essentially states that lhe Hospitalwill not ava rl any duplicaie assistanc€ for the same patient/case from any othbr NGO or any othEr sourc€

2)Th€ assistance flom Koshika Foundation is only financia I in nalure. The choice of the lreatme nUprocedure advised/conducted by the Hospital on the

palient is based on the arrangement between the Patient & the Hospita l, and is in no way influBnced bY Koshlka Foundation Hence , the Hospital will

assume sole & complete responsibi lity ol the treatme t& it's outcome & salety of the Patient, and Koshika Foundation will have no role or resPonsibility
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