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2) I (Applicant) further agree that any such use of my name, address, photo & delails ol the "purpose"' lor which such assistanc€ is requested/granted'

will not automatically entitle me for receiving or continuing the Said assisiance The decision ior granling and/or continuing the assistance will rest solaly

with the Trustees of Koshika Foundalion, and their dgcision is this r€gard will be final and acceptable to me'
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8y affixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation' wo

(Hospital) hereby affirm 6 accept lollowing
1)that we neither are presently nor will in fu ture evail of financial assistance lrom another NGO or any other source. for the same palient/case, as we are

reQuesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the reQuested assistance is not granted

by Koshika Foundation. rn part or in ,ull, then tho Hospita I reserves it's right lo make up the shortfall from another NGO or any other source This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance for the same Pati snt/case from any olher NGO or any other source

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

patient, is based on the arGngement between the pati€nt & the Hospital, and is in no way influenced by Koshika Foundation. Hsnce, the Hospitalwill

assume sole & complete responsibility of the keatment & its outcome & safety of the patient, and Koshika Found ation will have no role or responsibility

in the matter.
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