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1 ) I hereby confirm thal all details ln this Form arE Tru6 h the best ol my tnonddgo. Any ,alse slalsment will rondsr my Appli6tion & ongoing asslsl'tnc€. if any'

liable for reiectiorvcan€llation.
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wiin tie irustees or'roshika Foundation, a;d their docision is this regard will b€ final and acceptablo to me'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/palie nl for financial assistance from Koshika Foundation' we

ospital) hereby afflrm & accept following

1) that we neither are Presently nor will in future avail of flnancia I assistiance lrom another NGO or any other sourc€, lor the sams patient/case , as we are(H

requesting lo get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation lf the requesled assistance is not granted
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that the HosPital will not avail any duplicats assistance for the same patienucase lrom any
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2) The assistance from Koshika Foundation is onlY frnancial in natu re. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

paiient. is based on the anange ment betwegn the Patient & the Hospital. and is in no way inf,uencEd bY Koshika Foundation. Hsnce . the Hospital will

assume sole & complete responsibility ol the trealment & it's outcome E safety oI the patient, and Koshika Foundation will havg no role or rospon8ibility

in the matter.
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