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) I hereby mnfirm hat all delails in trlis Fom are True to the best of my knowledge. Any fals€ statement will render my Appllcadon & ongoing assistancs, if any,

liable tor rcjectiory'cancellatjon.

a i-.iii"i"rv-li-"-n-ri urai asiistance, ir received ftom Koshika Foundation, will be used only ior the 'purpose', as stated in this Forfl. for which such a$lstance
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3) I hereby confirm lhat t have nol & will not in future, avail of reimbursement, in part or in full, from any other source/employer,/insurance company. of the amount

for which this assistance is requested
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iApplicant) hereby agree & authorise Koshika Foundation and its Trustees to

s of the 'purpose', for which such assistance is requosted/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation beloie or after my troatment or fulfilment of lhe 'purpose"

for s/hich assistance is being requosted
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wi not automaticalty entile me for receiving or cont'inuing the said assistance. The decision for granling and/or continuing the sssistance will rest solely

wittr the Trustees of Koshika Foundation, a;d their decision is this rega.d will be linal and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patienl for financial assistance from Koshika Foundation' we

(Hospi tal)he.eby afiirm & accept following
1)that we neither are presently nor will in luture avail of financial assistance from ahother NGO or any olher source, for the same patienucase, as we are

requesting to gel from Koshika Foundation. to the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundalion, in Part or in full, then the Hospital reserves it's right to mrko up th€ shortfall from anothor NGO or any other source. This

confirmation essen tially states thal tho Hospital will not avail any duPl icate assistan ce for th€ same Patienucase from any other NGO or any other sourc€

2j The assistance from Koshika Foundation is on ly financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arangement between the patienl & the HosPital, and is in no way influencad by Kosh ika Foundalion. Hence, the Hospital will

assum e sole & complste responsibility of the keatm ent & il's oulcome E safety ol the Patisnt, and Koshika Foundation will have no role or responsibilily
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