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1) By afilxing my signature or thumb impression on this Form' I
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The decision ior granting and/or cutinuing the assistancl will rest solely

witn ttre trustees of'Koshika Foundation, a;d therr dectsion is this regard will be final and acceptable to me'
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By affrxing hercunder, signature of ourAuthorised Signatory for recomm ending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm E accept following
1)that we neith;r are presently nor will in luture avail of financial assistance from another NGO or any other source. lor the same patienucase, as we are

requesting ext€nt that such assistanc€ is granted by Koshika Foundation. lf the requosted assistance is not granted
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assu me sole & comPlete resPonsibi lity of the keatment & it's outcomo & safety ol the patient, and Koshika Foundation wilt have no role or responsibility
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