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1) | hereby confirm that all details in this Form are Trug (o the bes!t of my knowledge, Any false stalement will render my Application & engaing sssistance, If any,
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1) By affixing my signature or thumb impression on this Form, | (Applicant) kereby sgree & authorise Koshike Foundation and it's Trusless 1o
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By affixing hereunder, signaiure of owr Authordsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
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1) that we neliher are pressatly nor will In future avail of financlal asslstance from anolher NGO or any other source, for the same patient/cass, as we are
raquesting io get from Koshika Foundation, to the sxtent that such assisianca is granted by Koshika Foundation, If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then (he Hospital resarves it's right 1o make up the shorifall (rom another NGO or any othar source. This
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eseums solo & complete responsibiity of the treatment & I's outcome & safety of the palient, and Koshika Foundation will have no role or responsibiiity
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