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1) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
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1) By afiixing my signature or thumb impression on lhis Form l

uselpuOtisnlput-uptiepl-oduce my name, address, photo & detai

medium, inciuding but not limited to verbal, print, electronic' for

activities/achievements. Such use of my photo & deta'ls can be
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation' wo

(Hospital) hereby affirm & accept following:

1) lhat we neithel are Presently nor will in future avail of llnancial assistance from another NGO or any other source, for the same patienucase, as we are

req uesting to get from Koshi ka Foundation, to the extent thar iuch assrstance is granled by Koshika Foundation. If th8 requested assislanc8 is not granted

by Koshika Foundation, in Part or in full, then the HosPital reservss it's right to make uP the shortlall from another NGO or any other source. This
other NGO or any other source

conlirmation essentiallY states thal the HosP italwill not availany duplicate assistance for the same Patien t/case from any

2)The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatm€nuproced ure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patrent & the Hospita l, and is in no way influenced bY Koshi ka Foundation. Hence, the Hospitalwill

assum e sole & complete resPonsibility of the treatment & it's outcome & safety of the Patien t, and Koshika Foundatio n will have no role or responsibility

in the matter.
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