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1) By afiixing my signature or thumb impression on this Form. I
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital ) hereby affirm & accePt following:
1)that we neither are Dresently noa will in futura avail of flnancial assistance lrom another NGO or any other source. for thg same pati€nucase' as we aae

requesling lo gel Irom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation lf the requested assistance is not gGnted

by Koshika Found ation, in part or in full, then the Hospi tal reserves it's right to mako up the shortfall from anothsr NGO or any other source. This

confirmation esse ntially stat€s that th8 Hospitalwill not avail any duplicat€ assistance for the same pati€nucas€ from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in natu re. The choice of the treatmenvproced ure advised/conductod by the Hospital on the

patient, is based on the arrangement botween lhe patient & the Hos pital, and is in no way influenced by Koshi ka Foundation. H€nce, ths Hospitalwlll

assume sole & complete responsibility of tho tr€atmenl & it's outcome & safety oI the patient, and Koshika Foundalion will havs no role or rosponsibility

in the matter.
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