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1)1 nersby confirm thal & defails in this Form sre True io the best of my knowledge: Any false stalement will render my Application & ongaing assistance, I any,
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1) By afixing my signalure or thumd Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I1's Trustess to

useipubinput-unreproduco my name, address, pholo & detalls of the "purpose”, loe which such assistance bs roguosted/granied. through sy
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By aflixing hesuulvter, signatue of our Autherisod Signatory for recommending this case/patient for financial assistance from Koshika Foundaton, we
(Howpitad) hereby sfirm & acoepl following:

1) inal we rilihe) ave presently noe will in lulure avall of fnunclal sssistance from another NGO or any other source, for the same patient/case, as we are
requesting 1o gl from Kashiks Foundation, |o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation,  part or In full, then the Hospital resarves I1's tight 1o make up the shartfall from another NGO or any other source. This
confirmation essentially stnles that the Hoapital will not avall any duplicate ossislance for the same patenticass from any other NGO o any olher source
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assuing sole & complets responaibdlily of the irsatment & il's oulcome & safely of the nl, and Koshika Foundation will have na role o responsibility
if the mafler.
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