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1 ) I heleby confrm lhat all d€lails in lhis Form are True to the best of my knowledge. Any talse statement will render my Application & ongoing assistance. if any,

liable for rejectiodcancellation.
zl i soremnriionnrm ttrat assistance, if rec€ived from Koshika Foundation, will be used only for the 'purpose'. as stated in thls Forrn for whici such assigtance
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1)By affixing my signature or thumb impression on this Form' I
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activities/achievemenls. Such use of my photo & details can be

for which assistance is b€ing request6d.

2) I (Applicant) furlher agree that any such use oI my name. address, photo & details of the 'purpose", for which such assistance is roqugsted/grantod'

will not automaticalty entile me for receivint or continuing the said assistanc€. The decision tor granting and/or continuing the assistanco will rest solely

with the Trustees of Koshika Foundation, and their d€cision is this regard will be final and acceptable to mo'
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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patient for llnancial assislance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
'1) that we neither are presently nor will in luture avail of financial assistance frcm another NGO or any olher source. foi the same patient/case, as we are

requesting lo g
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et from Koshika Foundation,
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conllrmation essentiallY states that the Hospital will not avail any dupli cate assislance for the sam e patienucase from any other NGO or any other source

2) The assislance lrom Koshika Foundation is only financial in nature ihe choice of the treatmenuprocedure advised/con ducted by lhe Hospital on the

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

assume sole & complete responsibility of the treatment & it s outcome & safety of tho Patient, and Koshika Foundation will have no role or responsibility
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