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1) I hereby confirm hat all deEils in this Form are True to the best ot my knowledge. Any false statement nill render my Applicatioi & ongKing asslslanca, it any'
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1) By atfrxing my signature or lhumb impression on this Form' I

use/publish/put-up/reproduce my name, address. photo & detai

medium, including but not limited to verbal, print, electronic for
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(Applicant) hereby agree & authorise Koshika Foundation aod it's Trustees to
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The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be llnal and acceptable to me
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By affrx ng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & acceot lollowing
1)that we neither are presently no. wili in future avail of flnancial assistance lrom anolher NGO or any other source. for the same patient/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation essential ly states that the HosPital will nol avail any dupl icate assistanco for the same patient/case from any other NGO or any oth€r source
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assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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