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1) | hereby confirm Mal &8 dotails in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistance, [ any,
linitiles for resaclionicancaltation.

2§ | sotermnly confirm ihat sssistance. |f recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assstance
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1) By affixing my signature or thumb impression on this Form, | (Applicant] horeby agroo & authorise Koshiks Foundalion and if's Truslees 1o
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By affixing horounder, ssgnature of our Authorised Signatory for recommending ihis cass/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby a#firm & acoept following:

1) thal wa nesthar mre presently nos will in future svad of inpncisl asslstance from anolher NGO or any other source, lor the same pationt/case, ns wo pne
requesting to get fram Koshiks Foundation, to the extant that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Kobhdka Foundation, in pant of it full, then the Hospital reserves it's right to make up the shortfall from ancther NGO or any ather sourcn. This
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