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1) I hereby confirm thal all details in this Form are True lo the best of my knowledge. Any false stalement will render myApplicailon & ongolng sssistance, if aoy,

liable for rejection/cancellation.
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(Hospital)herebY affirm & accePl following

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patignvcase, as wo are

requesting to get from Koshika Foundation' to the extent that such assistance is granted by Koshika Foundation. ll the requesled assistance is not granted
or any othBr source This

by Koshika Foundation. in parl or in lull. then the Hospital resorves it's right to make uP the shortfall from another NGO
other NGO or any other source
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patient, is based on the anangement between the patient & the Hospita l, and is in no way influenced bY Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the keatment & it s oulcome & sal€ty of the patient, and Koshika Foundation will havo no role or responsibilily
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