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for which assistance is b€ing requ€sted.

, I (Appticant) furlher agrejthat any such use of my name. address, pholo & delails ol the'purpose', lor which such assistancs is requeslod/granted'

will not automatically entitte me tor recetvin! or continuing the said assistance. The decision for granting and/or continuing the assist'anca will rsst sol€ly

with the Trustees of Koshika Foundation, and theh dgcision is this rogard will be linal and accaptiable to mo'
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soliciting donations for Koshika Foundation and/or disseminating intormation about it's

made b, Koshika Foundation before or after my trgatment or fulfilment of the'purpose"
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By aflixing hereunder, srgnature of our Authorised Sig natory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospital) herebY affirm & accept following
1)that we neither are presently nor will in future avail of financial assistance from another NGO or anv olher source, for lhe samg patient/case, as we are

Foundation lf lhe requesled assistance is nol granteo
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika

by Koshika Foundation , in part or in full, then the HosP ital reserves it's right to mako up the shortfall from anolher NGO or any other source. This

conf irmation essentiallY states that the Hospital will not avail any duplicate asEistanc€ tor th€ same patignt/case from any other NGO or 8ny othgr source

2)The assistance from Koshika Foundation is only llnancial in nature The choice of the treatmenuprocedure advised/cond uclsd by the Hospital on the

. and is in no way inf,uenc€d by Koshika Foundation Hence, the Hospital will
patient, is based on the a

safety of lh€ patient, and Koshika Foundation will have no rolg or responsibility
assume sole & comPlete
in the matter.
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