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1} | herety confinm that all details in this Form are True to the best of my krowledge, Any false stalemant will render my Application & ongolng assistance, If any,
[iablz for rejsction/canceliation.
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1) By sffining my signature or thumb imprassion on this Form, | [Applicant) heraby sgree & sulhorise Koshika Foundation and |U's Trusteas 1o

il publsh/put-upireproduce my name, address, photo & details of the “purposa”, for which such assistance |s requestadigranted, through any
medium, Including but not imited 1o verbal, print, slectronle, lor sollclting donations for Koshika Foundation andlor disseminating Information about it's
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AGREEMENT by HOSPITAL (w&mm g %)
By affining hereunder, signatune of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosgpital) heraty affirm & accept lollowing:
1] that we nelther are presently nor will in fulure avall of financial pesistance from another NGO or any other source, for the same patienticasa, as we are
reguesting io gef from Koshika Foundation, io he exbent that such assistance is granted by Koshika Foundation. If the requested assisiance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves s right 1o make up ihe shortfall from another NGO or any other source, This
confirmation essentinlly states that the Hospital will not avail any duplicals assistance for the same patient/cass from any other NGO or any othar sourca
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