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(Hospital) hereby affrrm & accept tollowing:
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wil noi automaticatty entitle me.lor receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard wlll be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/palient for financial assistance from Koshika Foundation, we

in the matter.
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(Applicant) hereby agree & ailthorise Koshika Foundation and it's Trustoes lo

s of the'purpose", for which such assistance is requested/granted, through any

soliciting donataons for Koshika Foundation and/or disseminating information about its
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