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1) ) heeaby confiem that afl detalis in this Form are True fo the best of my knowledge_ Any false statement will render my Application & ongoing assistance, If any,
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1) By aflizing my signature of thumb impression on this Form, | (Applicant) hereby agree & sulhorise Hoshika Foundation and it's Trusizes to
usalpublish/pul-upireproduce my nama, address, photo & detalls of the “purposs”, for which such asslsiance is requesied/granted. through any
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with tha Trustess of Kashika Foundation, and thair decision is this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL (wrmws gm =)
By affing hereunder, signature of our Authorised Signalory for recommending this case/patient for finandal assistance from Koshika Foundalion, we
{Hospital) hereby affimn & accept following:
1) that we nefiher are presestly nor will in fulure svail of financial sesistance from another NGO or any other sounce, for the same patienticase, as we ame
requesting Lo gel frem Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requasted assistance t nol grantod
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