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1) I hereDy oonfrm tial all details in this Form are True to the best of my knowledge. Any false statemont wlll rend€r my Application & ongoing assislan@. i' any,

liable lor rcjectiodcancellation.
2) I solemnly confirm {1at assistance, received from Koshika Foundation, will be used only for the 'purpos€'' 8s stated in this Form for whlch such asslsl'anc€

was requested by me

3) I hereby conlirm that I have not & will not in future, availof reimbursement, in part or in full, fiom any olher source/employer/insuranc€ comp6ny' of the amount

for which this assistance is requested
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.rl" uv kotr'ir, r*"dation before or after my treatment or fultilment of the 'purpose"

for which assistance is being requ6stod'

2)l(Applicant)lurtheragreethatanysuchuseofmyname'address,photo&detailso'the"purpos€',,lorwhichstichassistanceisrequgsted/granted,
wi, not automaticarly entitte me tor recerv,n!-o-r tniinring th" oio ,"iistance The decision ior grenting and/or continuing the assistsnco lvill rest solely

*itn tr," nr"t"", ot-roshika Foundation, a;d their decision is this regard will be final 8nd acceptable to me'
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance ftom Koshika Foundation' we

(Hospital) herebY afiirrn & accept following

1) that we neither are presenlly nor will in fu ture avail of financial assi stance from another NGO or any other source, for the same Patienvcase, as we are

requestinq lo get from Koshika Foundation, to the extent that such assistancr is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundati on, in part or in full, then tho Hospital resgrves it's right to make uP the shortfall from another NGO or any othsr source. This

conlirmation essenliallY states that the Hospitalwill not ava il any duplicaae assistance for the same patienttcase from any other NGO or any other source

Koshika Foundation is only financial in nature. The choice of the treatmen ure advised/conducted by the Hospital on the
2) The assistance lrom
palient, is based on the arlangem snt between the patient & the Hospital,

Uproced
and is in no way inf,uenc€d bY Kosh ika Foundation. Hence the Hospitalwill

assume sole & comPlete resDonsibi lity of the treatment & it's outcome E saf€ty of the patienl, and Koshika Foundation will have no role or responsibility
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