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1) I hereby confm that all dolails in this Form are Tru€ to lhe besl of my knowledge. Any lalse statement wlll render my Appllcation & ongoing assistanc€, if any,

liable ror rejection/cancellation.
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made bt Koshika Foundation before or aftgr my treatment or fulfilment ol the 'purpose"

for which this assistance is requestgd.
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for which assistance is being rgquestsd.

2) I (Applicanr) furthe. agree that any such use ol my name, address, photo & d€talls ol the 'purposg', for which such assistanc! is roquestsd/granted,

vJitt noi automaticatty entitle me for rlceiving or continuing the said assistance. Th€ decision for granting and/or continuing the assistanca will rost Eolely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ finsl 8nd acc€ptsblo to mo.
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By aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' ws

(Hosp italrhereby affirm & accept following
1)lha t we neither are presently nor will in tuture avail of financial assistance from another NGO or any olher source. for tho samg pati6nucass, as we arg

requesting to get lrom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requestsd assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to maks up the shortlall from another NGO or any othsr sourca. This

conllrmation essentiallY states that the Hospitalwill not avail any duplicate assistancs for the samo patignucase from any other NGO or 8nY othor source

2)The assistance fiom Koshika Foundation is only financial in nature The choice of the treatment/procedure advised/cond ucted by the Hospital on the

patienl, is based on the anangem snt b€tween ths patienl & the Hospital' and is in no rvay influenc€d by Koshika Foundation Henc€. the HosPilal will

assume sole & complete responsibi lity of the treatment & it's outcome & ssfety ofthe patie nt. and Kashika Foundation will havB no role or r€sponsibilily

in the matter.
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