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1) I hereby confirm lhat alldetails in this Form are True to the best of my knowledge. Any lalse statement will render my Application E ongdng a86lstrnc€. it any,
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2) I solemn! bnfrm that assistanco, if received from Koshika Foundation. will be used only for the 'purpose', as stat€d in S s Fom. for whidl sudl 8$lstanca
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dnfirmation essentially st;tes that the Hospital will n;t avail any duplicaie assistance for the same patienucase from any other NGO or any olher source'

ii fne isjist"n"e troni Koshika Foundaio; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pli"nl]i-U"oO on tf," anangement between th;patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

iiiume iote a compfet€ resp;nsibility of the treatment & it's outcome & safety ot the patlent. and Koshika Foundalion will have no rols or responsibility
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use/publish/put-up/reproduce my name, address, photo & details of ths 'purpose", for which such assistanc€ is requestod/granted. through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infotmatlon sbout it's
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with th6 Truste6s of Koshika Foundation, and their decision is this regard will b€ final and acc€ptable to me.
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