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for which assistahce is boing requested.

2) I (Applicant) funher agres that any such use of my nams, address, photo & detsils ol the 'purpose". tor which such assistanca is r€quest€d/grant€d'

will not automatic€ly entitte me ror receiving or continuing the said assistance. The decision for grsnting and/or continuing the sssistanca will r98t sololy

with th6 Trustees oaKoshika Foundation, and their d6cision is this regard will be final and acceptable to me'
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2) The assistance from Koshika Foundation is only financial in natu16. The choice/ . the treatmenuprocedure advised/cond ucted by tho l'lospital on the

patient , is based on the arrangement betweon the patient & ths Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospital will

assume sol6 & complete r€sponsibility of th€ treatment A it's outcome & safety of the Patient, and Koshika Foundation wlll have no role or responsibility

in the matter
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1 ) I hereby confirm that all details in lhis Form are True to the best ol my knowledge. Any false statement will render lhy Application & ongolng assistance. il any'

liable Ior rei€dion/cancellation.
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