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1) Bv sfiixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authoriso Koshika Foundation and its Trustees to

is requested/grant8d, through any
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By affixing hereunder, signature ol our Authorised Signatory Ior recommending this case/pati8 nt for financial assistranc€ from Koshika Foundation' we

Hospitral) horeby afrrm & accept lollowing:

thst we neither 8re Presently nor will in future avail ol financial assistanc€ lrom another NGO or any othor sourcs, for th€ sams pstlenucase , as we are

requosting to get fiom Koshika Foundation , to th€ extent that such assistance is granted bY Koshika Foundation It the requested assistance ls not granted1)

by Koshika Foundation, in part or in full, then tho Hosplta I res€rves lt's right to make uP the shortfallfrom anoth€r NGO or any othe r sourco. This

confirmation ess€ntially statos that the Hos pilal wlll not svall any duplicato assistanca for the sam€ PEtignt/c€so from any other NGO or any othgr source

2) The assistance from Koshika Foundation is only financial in nature The choica ot the treatmenUProcedure advised/conducted bY the Hospitalon lhe

patient, is based on tho arrang€ment between th6 patient & ths Hospital, and ls in no lvay influoncsd by Koshika Foundatlofl. Henco, lhe Ho6pital will

assume sole & complete responsibitity ol the treatrnent & it's outcomo & saf€ty ol the Patient , and Koshika Foundation will havg no role or rosponsibility

in the matter.
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