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2) I (Applicant) further agree lhat any such use of my name, address, photo & details of the "purpose', for which such assistance is r€quest€d/granted'

will not automaticalty entifle me for receiving or continuing the said assislance. The decision for granting and/or continuing the assistanc€ wlll rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By aflixing hereunder, signature of ou. Authorised Signatory tor recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hosprtalthereby aff Im & accepl lollowrng
that we neither are presenlly nor will in future avail of financial assistance from another NGO or any other source. for the same patienucase, as we are

1)
requesting to 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 ln full, then the Hospital reserves it's right to mak€ uP the shortfall from another NGO or any other source This

confirmation essenlially states that the Hospit al will not avail any duPlicate assistance for the same Patienuca se from any olher NGO or any other source

2) The assistance from Koshika Foundation is only llnancial in nature. The choice of the treatmenvprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, a nd is in no way influenced bY Kosh ika Foundation. Hence, the Hospitalwill

assume sole & cohplete responsibilily ol the treatment & it's outcome & safety of the patient, and Koshika Foundation witl have no role or rosponsibilily

rn the matter.
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