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1) | horeby gonfimm that all details in this Form are Tris 1o the best of my knowladge. Any filse statement will render miy Apglication & ongoing assistance, if any,
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1) By aftixing my-signature or thumb impreasian on ihis Eorm, | (Applicant) hereby agree & aufhonsa Koshika Foundation and [1's Trustees 1o
usafpublishiput-upfreproduce my name, nddrass, photo & details of the “purposa’ Tor whith such assistance is requasted/granted, Ihreugh @ny
medium, Including but not limited to varbal, print, sisctromic, for saliciing donations for Koshika Foundation and/or disseminating information about it's
activitleslachisyaments. Such use of my phato & datalls can he made by Kashika Foundation before-or after my treatment or fulfiment of the “purposa’
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By affixing hereunder, signature of qur Authorisad Signatory for recommending this case/patient for financial assistance from Koshika Foundatian, w
{Hospital) hereby affirm & accept fallawing:

1) that wa nislthar are presently nor will in future svall of financial asststance from another NGO of any other source, for this samie patient/case, 05 we ars
requasting i get from Koshika Foundation, to th sxtant that such assistance is granted by Koshika Faundation, If the requested assistance (s not granted
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pssume sole & complete respansibility of the preatment & it's outcoma & safety of the patient, and Koshika Foundation will have na role of responslbiity
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