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1) By amxing my signature or thumb impression on this Form, I
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will not automatically entitto me tor receiving or continuing the said asiistance. The decision lor granting and/or continuing the assistanae will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will b€ final and acceptable to m6'
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By affixing hereunder. signature of ourAuthorised Signatory for recommendinq this case/patient for lifiancial assistance from Koshika Foundation' we

(Hospital ) hereby afrrm & accept following
1)that we neither are presently no. will in future avail ol lloancial aslistance f.om another NGO or gny othoa source. for the same patienucas€, as we are

requesting to get lrom Koshika Foundation' to the extent that such assistance is granted by Koshika Foundation. lf the requested assistan@ is not granted

by Koshika Foundation, in part or ln full, then tho Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation ess€ntially statss that the Hospital wil I not avail any duplicate assistance lor the same Pationuca ss from any other NGO or any olher source
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patient & the Hospital , and is in no way infiuenced bY Koshika Foundation. Hencs. the Hospital will
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