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1) | heraby confimm that of! detalls in this Form are True 1o the best of my knowledge. Any faise statement will render my Appication & ongoing assistance, If any,
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2) | sciemnly confirm that assistance, If rocoived from Koshika Foundation, wil bo used only for the “purpose”, as stated in this Form, for which such sssistance
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modm, inchuding but not limited 1o verdal, print, electronic, for saiiciting donaticns for Koshika Foundation and/or disseminating information about it's

aclvites/achiovements. Such use of my photo & dotails can be made dy Koshika Foundation befcro or after my treatment or fulfiiment of the “purpose”
for which assistance is being requesied.
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wil not sutomatically entiie me f0r recenving of contnuing the said assistance. The cecision for granting andior continuing the assistance will rest solely
with the Trustoes of Koshika Foundation, and their decision i this rogard will do final and accaplable 1o me
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confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2} The assistance om Koshika Foundaton is only fmancial in nature, The choica of the treatment/procedure advisediconducted by the Hospital on the
patient, & based on the arangement batween the patent & the Hospital, 8nd is in no way Infuenced by Koshika Foundation. Hence, the Hospial wil

assume sole & complote responsibiity of the treatment 3 it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
In the matter.
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