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1)1 narely confirm that & detads in this Form are True to the best of my knowledge. Any faise statement wil render my Application & ongoing
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1) By sMfixing my signature of thumb impression on this Form, | (Appilcant) herelyy agree 5 authorise Koshika Foundation and it's Trustees (o

uselpublishiput-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requesied/grantad, through any
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By affixing hereunder, signature of our Authorised Signatery for recommending this casa/patient for financial assistance from Koshika Foundation, we

{Haspial) hereby affirm & accepl

foliowing:
1) thal we nelther ary presently nor will in fulure avall of financial assistance from another NGO or any ofher source, for the same patienticase, a5 we are
requasting to ge! frem Koghika Foundation, 1o the exten! thai such assistance is granted by Koshika Foundation, If the requested ssistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves i{'s right to make up the shortfall from another NGO or any other sourcs This
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assurm= sile & complete responsibility of the treatmont & H's outcome & safety of the patient, and Koshika Foundation will hiave no role of responsiiiity

in the maiter.
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