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l! of the 'purpose', tor which such assistance is requested/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating info.mation about it's
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By affixing hereund er, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afii rm & accepl following
1)that we neither a.e presently nor will in fulure avail of financiat assistance from another NGO or any other source, for the same pati€nucase, as w€ aro

requesling to gel from Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not gGnted

by Koshika Foundation. in Part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any oth€r source. This

conlirmation essentiallY slates that the Hospital will not avail any duplicate assistance for the same patientcase from any other NGO or any other source

The assistance kom Koshika Foundation is only financial in nalure. The choice of the treatmenuproced ure advised/conducled by the Hospital on the
2)
palient, is based on the arrangement between the patient & lhe Hospital, and is in no way influenced by Koshika Foundation. Hencs. the Hospitalwill

assurne sole & complete resoonsibitity of the lreatment & it's outcome & satety of the patient, and Koshika Foundation will h€ve no role or responsibility

in the matter.
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