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1) | hireby confirm thal ail details in this Form are True 1o ihe best of my knowledge. Aty false statement will rendar imy Application & ongoing sssistance. if any,
limble for refaction/mancelialion.

2) | solemnly comfirm thal asskstance, I recelved from Koshika Foundation, will be used anly for the “purpose”, as stated n this Form. foe which such sssistance
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1} By altlxing my signature or thumb Imgrassion on this Form, | {Applicant) hereby agree & authorise Koshilka Foundation and I1's Trusides o
usalpublishiput-upirepraduce my name, address, photo & delails of the “purpose”, lor which such assistance ls requested/grantad, through any
miedium, Incliding but not limited 1o verbal. print, elecironic, for soficiting donations for Koshika Faundation and/or dissemirating informafion sboul it's
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By afflxing hersundar, signalute of our Authorised Signatory lor recommanding this casalfpatient for financial assistiance from Koshika Foundation, we
{Houpital) horeby affirm & accap! follawing: _

1} that we neaner ane prasemily nor will in future avall of financlal assistance from anothar NGO or any other soutce, for the same patient/csse, as we ars
requissting Lo gel from Koshika Foundation. to the extent thot such assistance s granted by Kodhika Foundation. If the requesied assistanics ks nol granted
by Koshika Foundation, in pat or in hill, than the Hospital reserves it's ight to make up the shorfall from another NGO or any other scurce, This
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patient, Is based on the armngement betwean the patient & the Hoapital, and |s |n no way nfusnced by Koshiks Foundalion, Henca, the Hospital will

assumn sole & complste respansibllity of the treatmant & s outcome & safety of the patienl, and Koshike Foundation wil kave mo role or respongiliny
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