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1)1 rareby confirm thal a8 detais in this Form am True 1o the bast of my knowledga. Any talse statersnl will render my Applicaiion & ongoing assistance, If any,
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1) By affiing my signature or thumb imprassion on this Form, | (Applicant) heroby agree & authorise Koshika Foundation and (I's Trustees to
usaipublishiput-upireproduce my nama. sddress. phole & details of the ‘purposa”, for which such assistance s requested/granied, through any
medium, including but not imeed to verbal, prnt, slectronic, for soliciting donations for Koshike Foundation and/or disseminafing information about it's
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By affing hereundar, signature of our Authonsed Signatory for recommaending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hersby affirm & acoopl lollowing:

1) trint we nether gre presently nor will in future avail of financlal assistance from another RGO or any other source, for the same patient/case, as we ane
requasting 1o gel from Koshika Foundation, o the axtent thad such assistance is granied by Koshika . If the requested assistance & not grantad
by Koshika Foundation, in pan or in full. mmmmmmnmwmmmmum«mmm This
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