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1) I hereby conlirm that all details in this Form are True to the best of my knowledgo. Any tulse statement will render my Applioation & ongoing assigtanca. i' any,

liable for re,ectiory'cancellalion.
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1) By alfixing my signature or thumb 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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wi not automaticatly entitte me tor receivint or continuing fhe saia assistance. The decision lor granting and/or continuing the assistance will rest solely
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By afl xtng hereunder, signature of our Authorised Signatory for rcclmm ending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following:
neilher are presently nor will in future avail of flnancial assislance trom another NGO or any other source, for lhe same patient/case' as we are

1) that we
requesting to get from Koshaka Foundation, to the extent that such assistance is gra nted by Koshika Found ataon. lf the requested assistance is not granted

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves it s right to make up the shortfallfrom another NGO or any other source. This
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patient & the Hosp ital, and is in no way influsnced by Koshi ka Foundation. Henc6, the Hospital will

of the patient, and Koshika Foundation will have no role or responsibility
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