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1) I hereby cor irm thal all details in this Fom are True to the b€st of my knowledge. Any false stalement will render my Application & ongoing assistance, if any,
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presenty nor will in-future avail of rinancial assistance from another NGO or any other scurce, for the same patienucase, as we are

r;questing to get from Koshik; Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy-fo"t'lt"u fo"unO"tion, in part or in full. then the Hospital reserves it's right to mrke up th€ shortfalt kom anothor NGO or any other source. This

c6nfiimation essentially st;tes that thB Hospital will not avail any duplicafu assistance for the same pati€nucase from any other NGO or any other source.
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resp;nsibitity of the treatment & it's outcome E safety of the patient, and Koshika Foundation will have no role or responsibility
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