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1) I hereby confirm lhal all details in this Form are True to the besl ot my knowiedge. Any false statement will render my Application & ongoing assislrnce, it any.
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1) By affixing my signature or thumb impression on lhis Form, I
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witt noi automaticatty eniifle me for receiving or continuing the said assistance. The decision for granting and/or continuing tho assistanc€ will rest solsly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablB to me.
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rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s ol the 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating informalion about it's

made bt Koshika Foundation befors or afler my treatment or fulfilment ol the'purpose'
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By affixing hereunder, signature of our Authorised Signalory for recommending lhis case/patienl for llnancial assistance from Koshika Foundation, we

(Hospital) hereby affrm & accept following
1) that we n€ither are Presenlly nor will in luture avail of financial assistance fiom another NGO or any other source, for the same patienucase, as we are

requesting to gel from Koshika Foundation, to the extent thal such assistanc€ is granted by Koshika Foundation lf lhe requested assistance is not granted

by Koshika Foundalion, in part or in full, then the Hosp ital reserves it's right to make up the shortfall from another NGO or any other source This

conf irmation essentiallY states that the Hospilal will not avail any duplicat€ assistance tor the same patient/case from any oth€r NGO or any olher source

2) The assistance fiom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedu re advised/conducted by lhe Hospital on the

patient, is based on the arrangement between the Patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & comPlete respansibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will hava no rols or responsibility

in the matter
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