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1) | heraby corfiem that all details in this Form ane True to the best of my knowledge. Any false statemant will render my Application & cngoing o
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1) By affixing my signaturs or thumb impression on this Form, 1 (Applicant] hereby agree & sulhorise Koshike Foendation and il's Trustees to
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By sfixing horeunder, signature of our Authorised Signatory for recommending This case/pationt for financial assistance from Koshika Foundation, we
(Hospital) hareby alfom & accapt following:

1] that we noithar are presently nor will in future avail of financiel assistance from another NGO or any other source, for the same patient/case, &8 We @re
requesting lo get from Kosheka Foundatlon, (o the exiant thal such ssusiance |5 granted by Koshiks Foundation. Il the requesied assistance is nol granied
by Keshika Foundation, in parl or in full, then the Hospital reserves it's right to make up the shortall from anather NGO or any ofher source This
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