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8y afllxing hereund€r, signature of our Authorised Signalory for recomrnend ing this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accept tollowing

1) that we neithar are presently nor will in future avail of financial assistanc€ from another NGO or any other source, for the same pati6nt/case. as we ars

requesting to get from Koshika Foundalion, to the extent lhat such assistance is granted by l<oshika Foundalion. lf the requested assistance as not granted

by Koshika Foundation , in part or in full. lhen the HosPita I reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentiallY slales that the Hospital will not ava il any diJplicate assistance for lhe same patienvaase kom any olher NGO or any other source

2) The assrstance from Koshika Foundation is only Rnancra I rn nature. The choice of the treatmenup rocedure advised/clnducted bY the Hospital on the

patient. is based on the arangement between the patient & lhe Hosp ital. and rs rn no way influenced bY Koshika Foundation. Hgnce the Hospital will

assuhe sole & complete responsibility of the ireatmenl & lt's outcome & safety of the Palient, and Koshika Foundation will have no role or responsibility
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1) Bv affixing my signature or thurnb imp'ession on lhis Form. I (Applic€nt) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publlsh/put-upkeproduce my name, address photo & details of the'PurPose", for which such assistance is requesled/granted, through any

medium, including but not limited to verbal print electronic, for soliciting donations for Koshika Foundation and/o r dissemrnating inlormation about it s

activites/achievements. Such use of my pholo & details can be made by Koshika Foundation before or anet my treatrnent or fulfilment of the 'purpose"
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