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1) I hereby conlirm thal alldetails in lhis Form are True to the best ormy knowledge. Any false slalement willrender myApplication & ongoing assislance, if any,

liable for rejection/cancellation.
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2)l(Appticant)furtheragleethatanysuchUseofmyname,address,photo&detailsolthe"purpose''forwhichsuchassistanceisrequested/granted,
will not automatically entille me for receiving or conlinuing the said assistance The decision lor granling and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundarion, a;d their decision is this regard wiu be final and acceptable to me' 
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By afiixing hereunder. signature of our Authorised Signatory for recommend ingLlris caseipatient for financial assistance from Koshika Foundation' we

(Hospital)hereby afilrm & accePt iollowiog
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, lor the same patienvca se, as we are

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

by Koshika Foundation' in Part or in full, then the Hospita I reserves il s right to make up the shortfalllrom another NGO or any olher source. This

other NGO or any other source
confirmation essentiallY states that the Hospital will not avail any duplicate assistance for the same patie nt/case fiom any

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedule advised/conducted bY the Hospital on the

patient, is based on the arrange ment betlveen the patient & the Hosp ital. and rs in no waY influenced bY Kosh ika Foundation. Hence . the Hospital will

assume sole & complete responsibility of the treatment & it s outcome & salety of the Patient and Koshika Foundation wrll have no role or responsibility
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