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DECLARATOil by APPLICA I: qli<6 A{ dsq rn:

1 ) I hereby conlim thal all details in this Form are Tru€ to lhe b€sl of my knouiledge. Any false slatement will render my Applhation & ongoing assistance. if anv
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By affixing hereunder, signature of our Authorised Sig natory for recommencling this case/patient for financial assistance from Koshika Foundation' we

lHospital) herebY affirm & accept following

1)that we neither are presently nor will in fu ture avail of Ilnancial assistance from another NGO or any olher source, ior the sams patient/cas€, as we are

requesting lo gel from Koshika Foundaiion, to the extent that such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation in Part or in lull, then the Hospital reserves it's right to make up tho shortfall trom anolher NGO or any other source This

contlrmation essentiallY state s that the Hospitalwill not avail any duplicat€ assistance for the samo pati€nl/case lrom any other NGO or any othsr source

2)The assistance from Koshika Foundation is only financial in nature. The choic! ol the rsatrnenuprocedure advised/cln ducted by the HosPital on the

atient, is based on the arrangement between the patient & the Hospital and is in no way influenced by Koshika Foundat ion. Hence. the HosPilalwill

ssume sole & complete responsibi lily of the treatment & its outcome & saf€ty of the pationt, and Koshika Foundation will have no role or responsibilityp
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