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1 ) I hereby mnfrm that all details in this Form are True to lhe best o, my knMedge. Any talse statement will render my Applioa$on & ongoing assislance, if any'

liable lor rgectbn/cancellation.
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1) By afiixing my signature or lhumb impression on this Form, I

use/poblish/pulup/reproduce my name. address' photo E detail

medium, including but not limited to verbal, print, electronic, for
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any such use of my nam6, address. pholo & dEtails of the 'purpose-. for which such assistanc€ is rsquested/g6ntod'

will not automatically enti e me for receiving or continuing the said assistanco. The decision for granting and/or continuing the assktanc! lvill rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will bs Rnal and accoptable to mo
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance ftom Koshika Foundation' we

(Hospital) herebY afflrm & accept following
1) that we neither are presently nor will in futu re avail of financial assistance from another NGO or any other source, foa the same patienucase, as we are

requesting to get from Koshika Foundation, to the extenl thal such assistance is granted by Koshika Foun dation. lf the requested assistance is not granted

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any othor source. This

confirmation essentially state s that the Hospitalwill not avail any duplicate assistance for lhe same patienucase from any other NGO or any othsr source

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the anangem ent between the patienl & the Hospital, and is in no way influenced by Koshika Found ation. Hence. the Hospital will

essume sole & comPlete resDonsibi lity of the treatment & it's outcome & safety of the patient, and Koshika Foundaton wil I have no role or responsibility
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