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141 hereby confirm thal all detaits i fhis Form are True to the best of my koowiedge, Any false statement will render my Application 4 angoing assistanca,
lieble for rejlechonfoanosilation. \

2} salemnly confirm that assietanics, || racalved from Koshika Foundafian, will be used only for the “purpase”, as statad bn this Form, for which such assistas

was requedied by me )
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14 By atflxing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorice Kashiks Foundation sad IF's Trustass la
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madium, including bul nat limited 1o verbal, print. slectronic, for solleiting donations for Keshiks Folndaticn and/ar disseminating infarmation shout It's
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wilh the Tristees of Keshiha Foundafion, and their dedision fs this regard will be final and accepiabla o me.
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By affixing hereunder, signature of our Authorised Signatory for recommending ihis cagsipatient for firancial assistance from Kashika Falndmtion, we
(Haspital) herebyy affirm B aceapt fallowing:

1) that we n=fther are presendly nor will in future gvall of finascial assisiance: from arothar NGO o any clher source, for the same patienticase, a8 ws are
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assums so'e & complets responsibliity of the treatmant & Il's oulcome & safety of the patient, and Koshika Eaundation will hass ne mle of responsibiilty
in tha matier,
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