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1) By affixing mY slgn alure or lhumb impresslon on this Form, I (Appllcant) hereby agree & authoriso Koshika Foundatlon and it's Trustees to

use/publish/put-uP/reproduce my name, sddress, photo & dotails of the'pulpose', for which such assislance ls requested/granled. through any
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By affirang hereunder. signature of our Authorised Signatory lor recommending this case/patient lot financial assistance from Koshika Foundation' we

(Hospital) hereby amlm E accePt lollowing:
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by Koshika Foundation. in Pa rt or in full, lhen the Hospi tal reservos its right to make up the shortlall from another NGO or any olher source. This

confirmation essentiallY states that the Hospital will not avail any dupllcato asslstance lor the same Pati enucas€ lrom any other NGO or any othsr sourco

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

palient, is basod on the arrangement between th€ Patient & the Hospital. and is in no way influenced bY Koshika Foundation. Hence, the Hospilal will

assume sol8 & complete rosponslbility of the treatm€nt E it's outcome & saf€ty of the patient, and Koshika Found alion will havs no role or rosponsibility
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