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1 ) I hereby confim that all dglails in this Form are True to the best o, my knowledge. Any lalse statem€nt will .ender my APpllcatlon & ongoing asslstance' if an,
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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soliciting donations for Koshika Foundation and/or disseminating inlormalion about it's
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By affixrng hereunder. signature of ourAuthorised Signatory lor recommending this case/patient lor financial assistance from Koshika Foundation' we

(Hospital) hereby atfirm & accePt following
1) that we neither are presently nor will in futu re avail of llnancial assistance from another NGO or any other source, for the same patient/case. as we are

requesting to get from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in Pa rt or in full. then the Hospilal reserves it s right to make up the shortfall lrom anothor NGO or any other source This

conflmalion essentiallY stat€ s that the Hospitalwill not avail any duplicate assistance for ths same Pati enucase from any other NGO or any other source

2) The assistance from Koshaka Foundation is only financial in nature The choice oI the treatmenuprocedure advised/cotducted by lhe Hospital on the

patient, is based on the arrangement botweon the- patient & the Hospital, and is in no way influenced bY KoBh ika Foundation. Hence, the Hospital will

ass ume sole & comPlete responsibi lity of the keatment & it's outcome & safety ofthe patlent, and Koshika Foundation will have no role or responsibility

in the matte..
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