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1)1 hesveby confinm that sl details in ihls Form sre Trug 1o the bes| of my kngwiedge. Any Lise statament will render my Application & ongoing assistance, if any,
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2} | solesmnly conlirm thal assstancs, || recaived from Keshika Foundation, will be used only lor he “purpose”, as siated in this Form, for which such assistanca
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1} By atfwing my signaturs of thumb impression on this Form. | (Applicant) heraby agree & authorise Koshika Fourdation and iI's Trusiess o

use pubbsnlpul-upreproduce my name, address, photo & details of the "purpose’, lor which such assistance bs requosied/granted. thicugh any
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By allising hesuunder, sgnature of our Authensod Slgnatary for recommending this casefpatient for financial sssistance from Koshika Foundation, wo
(Hospliat) hesety afirm & aooept following:

1) Mal wa neliner are presartly nos will in future avall of financlal essistance from ancther NGO or any other source, for the same patiencase, as we are
bp gel iram Koshika Foundation, io the extent thal such assistance is granied by Koahika Foundation. If (he requestsd assistance is nol granted
by Koshéun Foundstion, n pan or in full, Ban e Hospital riasmrves (s right to maka up ihe shartsll from ancther NGO o ey other nourca. This
confirmstion essenbally states thal the Hospital will not avall sny duplicste assivience for the same patienticase from any offver NGO or any other source
2 Thie assistance bom Koshika Foundalion s only insncial in nature, The cholce of the trostmenliprocedure advisediconducted by the Hospital on the
padant. s based pn the smangement betwaen the patient & the Hospital, and i in no way influsticed by Kostika Foundation. Hence, the Hospltal will
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