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By aflixing hereunder, signature of our Authorised Signatory for reco.nm€nding this case/palient for financial assiEtance from Koshika Foundation. we

(Hospital) hereby afiirm & accept following:
ii if,;t *6 n"ifftai'' ,r" presentl). nor will in-future avail ol financiai assistance from another NGO or 6n) other source. for the same patienucas€, as we are 

.

r;questing to gel from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is nol granled

Uiio"t ifi id-O"tion, in part or in futt, then the Hospital reserves it s right to make up the shortlallfrom anothet NGO or any other source. Thls

confirmation essontially states that the Hospital will not avail any duplicaas assistance lor the samo pationvcaso from any oth€r NGO or any other source.

iifne jsietanc" fro. Koshika Foundarion is only financial in ;ature. The choice of the treatment/procedure advised/conducted by the Hospital on the

pitient, ii OaseO on tte a angement betwoen the p8tient & the Hospital. and is in no way inllu€ncad by Koshlka Foundation Henc6, th€ Hospitalwlll
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Cco.pf"t" rosp;nsibility ol the k€atnent & its outcome & safoty ofthe patisnt. 8nd Koshika Foundation will have no role or responsibility

1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoriss Koshika Foundation and ifs Trustees to

use/pubtish/pr.rt-upheproduce my name, address. photo & details of the 'purpose", for which such assistanc€ ls requested,/grdnted, through any

medium. inciuding but not limited to verbat, print, ;bctronic, for soliciting donations for Koshika Foundation and/or disseminating lnformation about it's

activities/achievements. Such use of my photo & details can b€ made b, Koshika Foundation before or alter my treatrEnt o. fumlment ofthe'purpos€'

for which assistance is being requested.

2) I (Appticant) lurther agreJthat any such use of my name, address, photo & details of lhe'purpose', tor whid! such assistance is requested/granted,

witt noi automaticatty enii e me for receiving o. continuing the said assistance. The decisign tor granting and./or continuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be tinal and acc€ptable to me.
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