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l ) I hereby confirm thal all details in this Form are True to the best of my knowledge. Any false stalement will render my Appllcation & ongoing assislanco. if aov,

liable for reiection/cancellation.
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soliciting donations for Koshika Foundalion and/or disseminating information about it's
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By affixing hereunder. signature of our Autho sed Sigoalory lor recommending this case/patienl for financial assistance from Koshika Foundation we

(HosPital) hereby affirm & accept following
'1) that we neither are presently nor will in fu lure avail of llnancial assistance from another NGO or any oth€r source, for the sams patient/cas6, as we are

requesling to get from Koshika Foundation, to the extent thal such assistance is granted by Koshiks Fou ndalion lf the requesled assistance is nol granted

by Koshika FolJndation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source This

confirmation essentially states that the Hospital will not avail any duPlicat€ ass istance for the sam€ patient/case from any other NGO or any other sourc€

2) The assistance from Koshika Foundation is on ly financial in nature. The cho ice of the treatmenuprocedure advised/cond ucted by the Hospilal on the

patient, is based on the anangement betwsen the patient & the Hospital, and is rn no way rnfluenced by Koshika Foundation. Hence, the Hospital will

assum e sole & complete responsibility of the tr€atmen t & it's outcome & safety of th6 patienl. 6nd Koshika Foundation will have no rola or responsibility

in the matler.
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