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1) By afflxing my signature or thumb impressign on this Form, I
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for which assistance is being requested

2) I (Applicanl) further agree- that any such use of my name, address. photo & details of the 'purpose'. fo. which such assistance is requesled/granlgd'

w-ift noi automaticatty eniitle me Ior receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solsly

with the Trustees o, Koshika Foundation, and their decision is this regard will b€ final and acceptable to me.
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By atfixing hereunder, signature ol our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation. lve

(Hospital) hereby affirm & accept following
that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, foi the same patienucase, as we are

rApplicant) hereby agree & authoris€ Koshika Foundation and it's Trusiees to
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by Koshika FouMation, in Pa rt or in full, then the Hospital .eserves it's right to make up the shortfall from another NGO or any other sourc6. This

confirmalion essgntially state s that the Hospital will not avail any duplicato assistance for the same patienucase from any oth€r NGO or any other source

2) The assistance from Koshi ka Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pati€nt, is based on the anangem ent between tho patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, lhe Hospital will

assume sole & comPlele responsibi lity of the treatment & it's outcome & safety ofthe patlent, and Koshika Foundation will heve no role or responsibility

in lhe matter
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