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DECLARATION by APPLICANT: qlk6 lRr $cqr rE:

1 ) I hereby ooflfirm that all detalls in this Fom are True to the besl of my knowledg€. Any false statement will rend€r my Application E ongoing assistanc€. if anv,

liabls hr reiediorr'cancellation.
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By affixtng hereunder, signature of our Authorised Signatory for recomrnending this case/palient for flnanclal assistance from Koshika Foundation we
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r;qu;sting to get from Koshik; Foundation. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanct is not granted

O-y-io"frlf'a ioiunO"tion. in part or in full. then the Hospital res8rves it's right to m;k€ up the shortfall from another NGO or any other source. This
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fi""iKoshika FoundatioriiJon! financial in nature. The choice of the treatment/procedure advised/conducted by the Hospitalon ths

peii;tis b;sod on the arrangement between ttrdpatient i tne Hospital, and is in no way innuenced by.Koshika Foundalion. Hence' tho Hospitalwill

issums sole & complste resinsibility of the freat;snt & it's outcome & safety of the patient, and Koshika Foundatlon ',vill hav€ no .ole or responsibility
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u/ith the Trustees of Koshika Foundatjon, and their dGcision is this regard will be linal and acceptable to m0.
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