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1)By afrlxing my signature or thumb impression on this Form, I
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with the Trustees of Koshika Foundation, and th6ir dechion ls this regard will bo llnal and ac.eptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this casei patient lor financial assislance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
'l) lhat we neith;r are presently nor will in future avail ol financialassistance from another NGO or any other source, for tho same patienl/c8se, as we aro

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Korhika Foundat ion. ll tho requ€sted assistanca is not grant€d

by Koshlka Foundatlon, in Part or In full, then the Hospital reserves lt's right to m,ke up the shortfall from another NGO or any olher sourcs. Thls

confirmation €ssentially staies that the Hospitral wlll not svail any duplicats assistanca lol the same pauonucase from any other NGO or any olher sourco

2\ The assistance lrom Koshika Foundation is only financial in nature. The choice ol lhe treatrnenuprocedure advised/co nducted by the Hospiial on the

patient, lE basad on thg arrangemsnt betw€En the patient & tho Hospltal . and is ln no way influenc€d by Koshika Foundation Henc6, the Hospital will

assume sol€ & complete responsibility of the treatrnent & it s outcoms & salety oI tho patignt, and Koshika Foundalion wlll hsve no role or resPonsibility

in the matter.
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