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1 ) I hergby confi.m that alt detaits ln this Fom are True to the best ot my knowldge. Any talse stat€ment will rend€r my APpllcatbn & ongping assbtance, if any,

lisble for reiection/cancelhtion.
a l"Jiil.",l'r"[iiiii,illrJ.r-r-,lnce, if received from Koshika Foundation, will be used only for the 'purpose', as stat€d in thls Form' br whlch such assistrance
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation' lve

(Hospital) hereby affirm & accept following
1) lhat we neilhor are presently nor will in tu ture avail of llnancial assistance lrom another NGO or any other source. for the s,ame gationucase. as we arc

requesling to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospita I reseoes it's right to maks up tho sho.tfall frcm another NGO or any other source. This

conf irmation essentiallY states that tho HosPital will not avail any dupli cato assistance for the same pati€nucase trom any oth€r NGO or any other source

2) The assistance from Koshaka Foundation is only Iinancial in nature The choice of the keatnenuprocedure advised/cln duct€d by the Hospital on the

patieht, is based on lhe anang€ment b€twgen ths patient & the Hosp ital. and is in no way influenced by Koshika Foundation Hence, the Hospital will

assume sole & complete responsibility of the trealment & it's outcome & safety of the patlent, and Koshika Foundation will have no role or r€sponsibility
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