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for which assistance is being requested

2) I (Appticant) further agree that any such use of my name. address, photo & d€tails of the 'purpose", for which such assistance is 
'equestgd/grantod'

will not automatically entitle me for receiving or continuing the said assistance. The decision ior granting and/or continuing the assistance will rBst solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me'
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By affixing hereunder, signature of our Autho.ised Signatory lor recommending this case/patient for financial assistance from Koshika Foundatiofl' we

(Hospital)herebY atfirm & accept following
1) that we neithel are prssently nor rvill in future avail of financial assistance from another NGO or any olher sourco' for the samg patieni/case' as we aro

requestinq lo get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full , then the HosP ital resowes it's right to make up the shortfall from anothel NGO or any other source. This

confi rmation essentially states that the Hospital will not avail any duplicate assistancE for the same patienl/caso from any gther NGO or any othgr source

2j The assistance lrom Koshika Found ation is only llnancial in nature The choice of the treatmenuprccedure advised/cond ucted by the Hospital on the

patient, is bas€d on the arangement betwee n the pati€nt & the Hospita I, and is in no way influenced by Kosh ika Foundation. Honce , tho Hospital will

assume sole & complete responsibility of the treatmont & it's outcome & safety of tho Patient. and Koshika Found alion will have no role or responsibility
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