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1) I hereby confm hat all d€lails in tl s Form are Tru€ to the best of my knowledge. Any lalse stalement will render my Applicalion & ongoing assistancs, if any,

liable for rejectiodcan@llation.
2) lsolemnly confirm hat assistancs, if received trom Koshika Foundation, willbe used only foI the'purpose'. as stated in this Form. for which sucfi asslslance
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1) By amxing my sagnature or thumb impression on lhis Form, I I
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medium, including bul not Iimiled to verbal. print electronic, for
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'equeslgd/granted'

wilt not automatically entitle me ror receiving or continuing the said asaistanc€. The decision for granting and/or clntinuing the assisiancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ tinal and acceptabl€ to m0.
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By affixing hereunder, signature of our AuthorisedSignatoryfolrecommendingthiscase/patientfolfinancialassistancefromKoshikaFoundation,we
(Hospi tal) hereby atfirm & accept following:

we neither are presently nor will in future avail of financial assistance from another NGO or anv olher source, for lhe same patienvcase, as we are

ioundat,on. lf the requesled assistance is nol granted1) that
requesting to gel from Koshika Foundation, to the extent that such assislance is granted by Koshika

Koshika Fourdatron, in part or ln full. then the Hospi tal reserv€s it's right to make up the shortfall from anothor NGO or any other source This

Appticant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the "purpose". for which such assistance is requested/granted' through any

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

made b-y Koshika Foundation before or after my treatment or fulfilment of the "purpose"

by

2)
confirmation essentially states that th€ Hospitalwill not avail any duplicate assistance for the same patienUcase trom any othBr NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl./proc€d ure advised/conducted by the Hospital on the

patient. is based on the arangement between the patient & the Hosp ital, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will

assum € sole & complele responsibility of the treatment & it's outcome & saf€ty ot the patignt, and Koshika Found ation will have no role or responsibility

in the matter.
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