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1 ) I hereby confirm that all details in this Form are True to the best ot my knov/ledge. Any false statsment will render my Application & ongoing assistanc€, if any,
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1) By affixing my signature or thumb impression on this Form' I

use/publish/pulup/reproduce my name, address, photo & detail

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

activities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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By affixing here under, signature of ourAuthorised Signatory for recommending th i9 case/patient lor financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following

1) that we neither are presenlly nor will in fu lure avail of financial assistance from another NGO or any other source' lor the same Palienucase, as we are

requosting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation- lf the r€quested assistance is not granted

by Koshika Foundalion,inp art or in full, then the Hospita I reserves it's right to mak€ up the sho rtfall from another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duPl icaae assistance for the same patient/case from any other NGO or any other source

The assistance from Koshika .Foundation is only financial in nature The choic€ of ths treatmenupro cedure advised/conducte dbv the Hospitsl on the

patient, is based on the arrangement between the Patient & the HosP ital, and is in no way influencsd bY Koshika Foundation. Hence , the Hospitalwill2)

in the matter.
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assume sole & complete responsibili ty of the treatment & it's oulcome & safety of the Patient' and Koshi ka Foundation will have no role or responsibility
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