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1) I hereby confirm that all details in this Form are True to the b€st of my knowledge. Any fals€ statement will ronder my Application & ongoing s&sistanca, il any,
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1) By amxing my signature or thumb impression on this Form, I

use/publislvput-upkeproduce my name, address, pholo & detail

medium, including but not limited to verbal, print, electronic, for
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By aflixing hereunder. signature of our Authorised Signatory lor recommending this case/palient for financial assistance frorn Koshika Foundalion' we

(Hospital thereby affirm & accept following
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to gel from Koshika Foundation' to the oxtent that such assistanc€ is grantod by Koshika Foundation. ll tho r€quested assistance is not g.anted

by Koshika Foundation, in part or in full then the Hospital res€rves it's right to make up the shortfall from anothsr NGO o. any other sourq€. This

confirmation essentiallY states that the Hospital wili not avail any duplicate assistance for the same pati€nucase from anY other NGO or any other source

2) The assistance lrom Koshika Foundation is onlY financial in nature. The choice of the treatmenup.oced ure advised/conducted by the Hospital on the

palient, is based on the arrangemgnt between the Patient & the Hospital, and is in no way influenced by Koshi ka Foundation. Hence, the Hospitalwill

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