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1) I hereby mnfm that all delails in this Form are True to the best ol my knowledg€. Any false stratement wjll render my Appllcation & ongoing asslstance, it any,

liable for reiection/cancellation.
2) lsolemnly confirm that assistsnce, il rec€ived from Koshika Foundatlon, willbe used only for the "purpose", as sbted in flis Form' lor whicft such a$Btsnce
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with the Trlstees ol Koshika Foundation, a;d their decision rs this regard will be linal and acceptable to mE'
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by Koshika Foundation, in Pa rt or in tull, thon the Hospi tal resewes it's right to make up the shortfall lrom another NGO or any other sourca This

conflrmation essentiallY states that lhe Hospitalwill not avail any dupli caie assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatment/proced ure advised/cond ucted by the Hospital on the
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assume sole & complote responsibili ly oI the treatment & it's outcome & salety ol the Patient, and Koshika Foundation will hav€ no role or responsibility
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