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1) | hereby confirm thal all details in this Form are True to the best of my knowledge. Any false statement will rander my Application & ongalng asststance, if any,
leable for rejection/cancaliation.
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1) By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Keshika Foundation and it's Trustess o
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By afficing haraunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wo
{Hospital) hereby affirm & sccept following:
1) that we neither are presently nor wlll in future avail of financial assistance from anoiher NGO or any othar source, for the same patiant/cass, 88 we are
rafuesling to gel fram Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requosted assistance is nol granted
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patient, is haned on the arrsngement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hosgpital wil
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