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1)By affixing my signature or lhumb impression on lhis Form. I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal, p.int, electronic, for
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with the Trustees ol Koshika Foundation, and their decision is this regard will be linal and acceptable to mo'
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By affixing hereunder, signature of ourAuthorised Signatory for recomm€nding this case/patient for financial assistance from Koshika Foundation' we

(Hospital) horeby afllrm & accept lollowing
1)that we neither are presenlly nor will in future ava il of financial assistance from another NGO or any other source, for the same patienucase, 8s we are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Founda tion. lf the requested assistance is not granted

by Koshika Foundation. in part or in full. then the Hospita I reserves it's right to m;ke up the shortfsll from another NGO or any othsr source. Thls

conflrmation essentiallY slates that the Hospital will not avail any dupl icaie assistance for lhe same patienvcase from any other NGO or anY other source.

2) The assistance from Koshika Foundation is only financial in nature The choice ol th€ treatmenuprocedure advised/cond ucted by the Hospilal on the

patient, is based on the arrangement b€tween the Patient & the Hospital, and is in no way influenced by Koshika Foundatlon Hence, the Hospital will

assume sole & comPlete responsibility of the treatment & it's outcome & safety of the patient' and Koshika Foundation will have no role or responslbility
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