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1 ) I hereby confim lhat all details in his Fom are True to the b€st of my knowledg€. Any false staloment will render my Appll6tion & ongoing asslstancs, il anv,
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1) By affixing my signature or thumb impression on this Form, I
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By affixing hereunder, signature ol our Authorised Sig natory for recommending this case/patient for financial assistanco from Koshika Foundation we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor \il/ill in futlre ava il of financial assistance from snother NGO or any other source, for the same patienvcase, as w€ are

requesting to gel Irom Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation. lf the requested assislanc€ is not granted

by Koshika Foundation . in part or in full, thgn the Hospital reserves it's right to make uP thc shortfall from another NGO or any other sourc€. This

conrlrmation essentiallY states that the Hospital will not ava il any duplicate assistsnce for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuptocedure advised/conducted by lhe Hospital on the

patient, is based on the a and is in no way influenced bY Kosh ika Foundation. H€nce. the Hospitalwill

assume sole & comPlete
rranoement between the patient E the Hospital.
resp;nsibilily of the keatment & it s outcome & safoty ol the pati6nt, €nd Koshika Foundation will have no rol€ or responsibility

in the matter.
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