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1) By affixing my signature or thumb impression on this Form, I
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soliciting donations for Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation berore or after my treatment or fulfllment of the 'purpose'

for which assistance is being requested.
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will nol automatically entitle me for receivtng or cont;nuing the said assistance. The dscision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me'
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By aflixing hereunder, signature of ourAuthorised signatory for recommending this case/patient for financial assistance from Koshika Foundalion. we

(Hospitalthereby affirm E accePt followrng:

that we neither are presently nor will in futu re avail of flnancial assistance from another NGO or any other source, for the same patient/case, as we are
1)
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requesting to get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in parl or in full lhen the Hospilal reserves il's right to make up the shortfall from another NGO or any other source. This

confirmation sssentially statss that the Hospitalwill not ava il any drJplicaae assistance lor lhe same patienucas€ from any other NGO or any othor source

The assistance from Koshika Foundation is only financlal in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patie nt, is based on the arrangement between the patient E the Hospilal. and is in no way influenced by Kosh ika Foundation. Hence, tho Hospitalwill

assu me sole & complete responsibility of the treatnlenl & it s outcome & safety of the palient, and Koshika Foundation will have no role or responsibility

in the matter.
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