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1) | hereby conlirm hat all details in this Form are True 1o the bast of my knowledge. Any false statement will render my Application & ongoing assistance, I any,
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1) By affixing my signalure or thumb impression on this Form, | {Applicant) hereby sgree & suthorise Koshika Foundalion and It's Trustoes 1o
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madium, including but not limited 1o verbal, print, slectronie, for soliciling donations for Koshika Foundation and/ior disseminating infarmation abaut it's
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By affixing hareundar, signature of our Autharised Signatory for reocommending this casepatient for finencial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept following:
1) that we neiher are presently nor will in future avall of financisl assistsnea from another NGO or any othar source, for the sama patiant/case, 85 we are
requesting to gal from Koshika Foundation, lo the exfent that such assislance i granted by Koshika Foundatian. If the mguested assistancs |s not granted
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