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1 ) I hefeby confitm tEt ali details in this Fotm are True to the besl o, my knowlodge. Any talse statement will render my Appllcation & ongoing asslstancs. if any,
liable for rejection/cancellation.

2) I solemnv ;onfirm lhat assistance, if rec€ived fiom Koshika Foundation, will be used only for the 'purpose', as staled in thls Fom, for which such sssistance

was requested bY me.
Siindt"onn- hat f have not & will not in future, avail of reimbursement, in part or in full, from any other source/employe/insurance @mpany, of the amount
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made by Koshika Foundation before or after my treatmenl or fulfilment of the "purposg'
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to mo
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept lollowing:
it if,it 
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n"itf*ir ,r" presenfly nor witl in-future avail of financial assistance from anothor NGO or any other source, for lhe same pationt/cas€, as we are 

.

iJqueiting to get from'foshiki Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not grantGd

bv Koshik; Fo-undation, in part or in full, then fhe Hospital reserv€s il s right to m,ke up the shortfall from another NGO or any olhd source. This

;;;f;;ii;; ;;"il"t, iiJres itrat trre iospitat wttt not avail any duplica[e assistance for lhe sam€ patieit'case from any other NGO o. anv other source'

2) The asststance from Koshika FoundatioriiJonly financial in nature. The choice ofthe treatment/procedure advised/clnducted by the Hospitial on the
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treatment & it's outco;e E safety ot lhe pationt, and Koshika Foundation will havo no role or responsibilitv

in the matter.
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