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By affrxing hereunder, signature of our Authorised Signatory for recommending this case/patient lor llnancial assistance from Koshika Foundatbo, we
(Hospital) hereby affirm & accept lollowrng:
ilttrit wi neitner are presently nor will inluture avail of financial assistaoce kom anothor NGO or any other source, for th€ sam8 patient/case, as ws are
requesling to get from Koshika Foundation, to the extent that such assrstance is granted by Koshika Foundation. ll the requested assistanca is not granted

by Koshik; Foundation, in part or in futl, then the Hospital roserves it's right to mako up th€ shortfall from another NGO or any other source. This

conlirmation essentially states that the Hospitai will not avail any duplicate assistance for the samo patienucase from any othgt NGO or any olher sourca
2) The assistance hom Koshika Foundation is only linancial in nalure. The choice of the treatmenuprocedure advised/conducted by tho Hospital on thg
patient, is based on the arangement between thepatienl & the Hospital, and is in no way influenced by Koshika Foundatlon. Hence, the HospitalY{ill
Lssume sole & complete resp;nsibility of the treatment & il s oulcome & safety of th6 pati€nt, and Koshika Foundation wlll have no rgle or responsibility
in the matter.
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use/publish/pufupi reproduce my name, address, photo & delails of the 'purpose', for which such assistance is requested/grantgd, through 8ny

medium, including but not limited to verbal, print, slectronic, for soliciling donations for Koshika Foundation and/or diss€minating inlormstion about it's

activitios/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my trsatmenl or fultllm$t ol th9'purposg'

lor which assrstance is berng requesled.

2) I (Applicanl) further agree thal any such use ot my name, address, photo & details ofthe'purpose", for which such assistancs is rsqugstod/grantsd,

will not automalically entitle m6 for receiving or conlinuiog the said assistance. The decision for granting and/or continuing thB assislancs wlll tost solely

with the Trustees of Koshika Foundation, and their decision is this r€gard will be final and acceplable to me.
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