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1 ) I hefBby conilm that all d€tails in tiis Form are True to the best of my InoMedge. Any false statsment will rendsr my Application & ongoing asslstanca. if any,
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for which assistance is being requested.

2) l (Applicant) furthe. agree thal any such Use of my name, address. pholo & dgtails of the .purpose". for which such assistanca is r€quesled/granted,
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Byaffixing hereunder, signature of our Authorised Signalory for recommend ing lhis case/patienl for financial assistance from Koshika Foundation' v'e

(Hospilal) hereby altirm & accept following
1)that we ne(her are presently nor will ln lulure ava il of financial assislance fiom another NGO or any othsr source, for the same Patienucase, as we ale

requesting lo get from Koshika Foundation. to the extent that such assigtance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in Part
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or in full, then th€ Hospital reserves it's right to make up the shortfall fiom another NGO or any other source This
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2) The assistance from Koshika Foundation is only financial in nalure ihe choice of the keatmenuprocedu.e adv

padent, is based on tho arangsment b€tween the Patient & th€ HosP ital, and is in no way influenced bY Koshika Foundation. Hence, the Hospital will

assume sole & compl€te resPon sibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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