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1 ) I hereby confrm that all details in this Form are True to the bost of my knowledge. Any false statement will ronder my Applicalion & ongoing assistanos' it any'

liable for rejection/cancellation.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm E accepl following
1) that we neither are presently nor will in future avail ol financial assistance from another NGO or any other source, foa the same patient/case, as we are

requesling lo gel lrom Koshika Foundation to the exlent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to mrke up the shortfall from another NGO or any other source. This

conf irmation essentiallY states that the Hospitalwill not avail any duplicate assistanc€ lor the same patienucase from any other NGO or anY othgr sourc€

2) The assistance from Koshika Foundatron is only linanclal in nature The choic€ of the treatmenuprocedure advised/cond ucted by the Hospital on the

patient. is based on the arangem ent between the pati€nt e the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospilal will

assu me sole & complete responsibi lily of the treatment & it's outcomo & safety of tho patie nt, and Koshika Foundaiion will have no role or responsibilitY
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