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1) I hereby conlirm hal all details in this Form are True to lhe besl of my knowledge. Any false slatement will render my Application & ongolng assistance, if any,

liabls for r€jection/cancallation.

a i soi"."fy l"nn- tf,ai agsistance, if received hom Koshika Foundation, willbe used only for the'purpose', as stated in this Form. for which EUch assistance
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(Applicant) hereby agree & authorise Koshika Foundation snd ifs Trustses to
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soliciting donations for Koshika Foundation and/or disseminating intormation about it's

made bt Koshika Foundation before or afler my treatnent or lutfilment of the 'purpose'

for which assistance is b€ing requested
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witt noi automaticaly entile me for receiving or continuing the said assistance. Ths decisioo lor granting and/or @ntinuing the sssbtance will rest solely

with the Trustges of Koshika Foundation, and their decision is this Isgard rvill be flnal and acceptabla to ms.
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By affixing hereunder, signature of our Authorised Sagnalory for recommsnding this case/pati€nt tor financial assistance hom Koshika Foundation, we

(Hospital) hereby afiirm & accept follorving:
it rlt *c nei*rer are oresen v nor will in-future avail ot financial assistancr frcm another NGO o.8ny other source, for thg s€me patierl/cas€, as we are

;d;;;t,i i;;"i ft;;'ioinirJ rounoaton, to ure extent lhat such assistance is g6nted by Koshika Foundalion. lflhe rsquested assistancs is not granted

l-y-io"trifi id*a"tion. in part or in full. thin the Hospital reserves it's right to m;ke up the shortfall from anothet NGO or any olh€r sourcs. This

6nfrrmation eisentiatty st;tes that the Hospital will not avail any duplicaio assistanco for the same patisnucas€ from any othsr NGO or any oth€r sourca'

iifne issetance t o- Koshika Foundatio; is onty financial in ;ature. The choics of the treatmenuproctdure advised/conductod by the Hospital on the

plrtirnt, itG""O 
"n 

in" anangement between th;patient A the Hospital. and is in no Yvay inlluonc€d by Koshika.Foundation. Henc€' th€ Hospitalwill

liiur" iofe A corpfete rosp;nsibitity of the treatment & il's outcome & saf€ty olthe palisnt, 8nd Koshiks Foundation will havB no role or rosporsibility

in the matter.
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