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1) I h€reby mnfirm that all delails in his Form are True to the best of my knowledge. Any false statement will render my Applicstion & ongoing 8ssistanco' if any.

liable for rejecliodcancellation.
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1) By affixing my signature or thumb impression on this Fo'm. I
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(Appticant) hereby agree & aulhorise Koshika Foundation and it's TrustEes to
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By affixing hereunder, signature ol our Authorised Srgnato ry for recommending this case/patient for financial assistance from Koshika Foundation' lve
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at we neither are presently nor wrll in future avail of financial assislance lrom another NGO or any olher source, for the same patienucase, as we are
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The assistance f.om Koshika Foundation is only financial in nalure. The choi ce of th€ treatmonuprocedure advised/con ducted by the Hospital on the
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assume sole & complete responsibilily of the treatment & il's outcome & safety of the patient, and Koshi ka Foundation will have no role or responsibility
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