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1) By afllxing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address. photo & detail

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be
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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patient for financial assistance frcm Koshika Foundation we

(Hos pital) hereby atfirm & accept following
1)rh;t w€ neither are presently nor will in futu re avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospita I reservos it's right to make up the shortfall frcm another NGO or any other source. This

confirmation essentiallY states that the Hospitalwill not avail any duplicat9 assistancr for tho samo patienucaso from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nalu re. The choice of the treatmenuproced urc advised/cond ucted by the l-lospital on the

patient, is based on the arangoment between tho patient & the Hospila l. and is in no way influenced by Koshi ka Foundation. Hence. the Hospitalwill

assume sole & complete resp;nsibility of the keatment & it's outcome & safety ol the patient, and Koshika Foundation will havB no role or .esponsibilily

in the matler
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