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1)1 harety condirm that all detalls In this Form are True to the best of my knowledge, Any fakse statemant will render my Application & ongoing assistanca, ifany,
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1) By affadng my signature or thumb impression on this Form, | (Applicant) heraby agree & authosise Koshika Foundation and s Trustess i
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By affixing hereunder, signature of our Authorized Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hospits]) kereby affirm & sccept following:
1) that we neither are presently nor will in future avall of financlal asgistance from another NGO or any other source, for the same pativnt’case, as we are
requesting o gel from Koshika Foundation, to the extant that such assisianca is granted by Koshika Foundation, If the requestad asststance I8 not granted
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assume sole & complete responsibility of the freatment & It's outcome & safety of the patlent, and Keshike Foundation will have no role or responsibiiity
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