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1] I hereby confirm that all details in this Form are True to the best of my knowledge- Any falss statemanl will render my Application & opgoing assistance, if any,
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1) By aMixing my signature ot thumb impeeseion od this Form, | (Applicant) hereby agree & aulharise Koshika Foundation and I1's Trustess o

usefpublishiput-upireproduce my name, address, phoio & detuils of the "purpose”, far which such assislancs is requestedigranted, through any

medium, inchiding but not limited 1o verbal, print, slactronic, for soliciting donations for Koshika Foundation andfor dissaminating information sboul it's
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By affixing hereundes, signature of our Authatised Signalory for recommending this casef/patient Tor financial assistancs from Koshika Foundalion, we
(Hospital) hersby alfirm & accept following;

1) that we neithar are prasently.nor will In future avall of financial assistance from another NGO or any plher source, for the same patient/case, a5 we are
requesting o get from Keshika Foundation, to the extent that suoh assistance is granted by Koshika Foundation. If the requesied assistance is not granted
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assUme sole & complete respansibility of the treatment 4 it's cutcome & safety of the patient, and Koshiks Foundation will kave no rode o rospanmitdliny
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