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1 ) I hereby conlirm otat all d€tails in tfiis Fom are True lo lhe best of my knowledge. Any false stalement will .ender my Applicadon & o.€oing assistanco, it any,
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#tt noi automaticatty enile me for receiving or continuing the.said assistance. The decision for granling and/or continuing the assistanco wlll rest 8olely
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By affixrng hereunder,signature of our Authorised Signalory lor recommending this casel patrent for flnancial assistance trom Koshika Foundation' we

(Hospital) heteby atlirm & accepl following

requesting to get

'l) that we neither
from Koshika Foundatlon,lo th
are presently nor will in future avail of llnancial assistance

e extent thai such assistance

lrom another NGO or any

is granted bY Koshika Foundatio
oth6r sourcE, for the same

n. lf the requesled

palienl./case, as we aro

assrslance rs not granted

by Koshika Foundalion. in part or in full. then the HosP ital reserves it s righl to make up the shortfall from anoth er NGo or any other source. This

con,lrmation essentially states that the Hospitalwill not avail any duPlicat€ assistance for the same patienucase from any other NGO or any olher sour@

2) The assistance from Koshi ka Foundation is only flna ncial in nature. The choice of the treatmenup rocedure advised/conducted bY the Hospital on the

patie nt, is basod on the anange ment between the Patient & the HospitaL and is in no way inlluenced bY Koshika Foundation Hence, the Hospital will

assume sole & comPlete responsibility of the treatment & it's outcome & safety of the Patient' and Koshi ka Foundation will have no role or responsibility
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1) By affixing my signature or thumb impression on this Form, I
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medium, including but not limited to verbal. print, electronic, lor

activities/aohievemenls. Such use of my p:loto E details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

ls of the 'purpose", for which such assistance is requssted/grant€d, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundalion before or after my troatment or fulfilment of lhe 'purpose'
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