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2) I (Applicant) turther agree that any such use of my name, address. photo & details of the 'purpose', tor which such assistance is requested/granted'

will nol automatically entitle me for receivina or cont'inuing the said assistance. The decision lor granting and/or continuing the assistanc€ wlll rest solely

with the Trustees of Koshika Foundation, and their d€cision is this regard will be final and acceptable to me'
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1) By affixing my sign ature or thumb impression on this Form' I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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activities/achievements. Such use oI my photo & details can be made by Koshika Foundatlon before or after my treatment or lulfilment ofthe'purpose"
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

lHospital) herebY affirm & accept following

1)that we neither are presently noI will in future ava il of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get f om Koshika Foundation, to the extent that such assistance is granted by Koshika Fou ndation. ll the requested assistance is not granled

by Koshika Foundation, in Part or in full, then the Hospital reserves it s right to mrke up the shortfall from another NGO or any othel source. This

confimation essentiallY states that the Hospital will not avail any duplicate assistance lor the samo Patien Vcase from any other NGO or any other source

The assistanc! from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the
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patient. is based on the arrangement between the patient E the Hospital. and is in no way influenced by Kosh ika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & salety of the Pati€nt. and Koshika Foundation will have no role or responsibility

q1 *ft qk'6ifrrqr' ql di ltufi cl ffi<rt {s qrrd { rrff r}'tt

11-04-2024

lnhave
ls

q'sql
qrt'n,

2)

l )

iRt${ sl

)r.

qrs rew t


