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will not automatically entitle me for receiving or continuing the Said assislance The decision ior granting and/or continuing the essistancg willl6st Solely

wittr ttre trustees oiXoshika Foundation, a;d their d€cision is this regard will b€ final and acceptable to mo
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By aflixing hereunder, signature of our Authorised Sagnalory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital)herebY affirm & accept followingi
1) that we neilher ar€ presentty nor will in future avail of financial assislance from anothgr NGo or any other source, for the samo patienvca se, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nled by Koshika Foundation. lf the requosted assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortlall from anolher NGO or any other sourcg This

conllrmation essential ly states that the Hospital wi ll nol avail any duplicate assistance for the same Patienucase from any other NGO or any othgr sourc€.

2) The assistanc€ fiom Koshika Foundation is only financial in nature. Th€ choice of the treatmenUPrccedure advised/conducted by the Hospital on the

patient, is based on the arrange ment between thB Patient & the Hospital, and is in no way influenced bY Kosh ika Foundation. Henae, the Hospitalwill

assume sole & comPlete responsibility of the treatment & it's outcome & safety of the Patient, and Koshika Fou ;dation will have no rol€ or responsibility

1) By affixing my signatur€ or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundalion and it's Trustees to

us6/publish/put-upi r€produce my namg address, photo & details of lh€'purpose', for which such assislance is requested/grantod' through any

medium, including but not limited to verba l, print, €lectronic, for soliciting donations for Koshika Foundation and/or disseminating lnformation about its

activitiegachievsments. Such use of my photo & details can be made by Koshika Foundation before or afte. my treatment or fullllment of the 'purpos€"
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