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activities/achievements. Such use of my photo & details can be made by Koshika Foundation

for which assistance is being requested.
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wilt noi auromatica y enti e me for receiving or conlinuing the said assistance. The decision tor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundatjon, and their decision is this legard will be llnaland acceptable to me.
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By affixing hereunder, signature of ourAutho.ised signatory for recommending this case/patient for financial assistance from Koshika Foundation. w0

(Hospital) hereby affirm & accept lollowing
1) that we neilher a.e presenlly nor will in fu ture avail of flnancial assistance lrom another NGO or any other source, for the same patienvcase, as we are

requesting to get from Koshlka Foundallon, to the extent that such assistance is granted by Koshika Foundalion. lf the requosted assislance is not granted

Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
by
confirmation essentially states that the Hospita I will not avail any duplicate assistance for the same patienucase f.om any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The chorce of the treatmenuprocedure advised/cond ucted by the Hospital on the

in the matter.
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palient, is based on the arrangement between the patient & the Hospital, and is in no way influ€nced by Koshika Foundation. Hence, the Hospitalwill

assu me sole & complete responsibillty of the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no role or rosponsibility
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