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1)By afixing my signature or thumb impression on this Form, I
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

i oith" 'prrpo""t, for *hich such assistance ls requested/granted, through any
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2) I (Applicant) fudher agree that any such use of my name, address, pholo & d€lalls ol the 'purpose', for tvhici such assistance is requested/granted'

will not aulomatically entitte me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and accoptable to me'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) hereby affrm & acc€Pt following:
neither are presently nor will in futurs avail oI tinancial assistance lrom another NGO or any other source. for the sam€ gatienucase, as ws arc

1) that we
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Founda tion, in pa.t or in full. then ths Hospital reserves it's right to m;ke up the shortfall from another NGO or any othgr sourca. This

confirmation essenljallY states that th€ Hospilal will not avail any duplicaae assistance for the same Pati enl./cas6 from any other NGO or any othsr source

2) The assistance from Koshika Foundation is only financial in nature The choice ol the tteatmenuproced ure advised/conducted by the Hospital on the

patient, is based on tho anangem 6nt betwe€n the pati€nt & the Hospita l. and is in no way influsnc€d by Koshika Foundation. Henc€. the Hospital will

assumg sole & complete responsibi lity of the treatmonl & it's outcome & saloty of the pationt. and Koshika Foundatio n will have no role or rssponsibility
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