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1) I hereby confirm that & detals In this Form are True to the best of my imowledge. Any fakse stalement will render my Applicafion & ongoing assistance, if any
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11 By affizing my signature or thumb impression on this Form, | (Applicant) heroby agree & authorise Kashika Foundafion and It's Trustess 1o
use’pubish/ put-uplreproduce my nama, address, phoio & detalls of the “purpose”, for which such assistance is requested/granted, through sny
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By afliming hereunder, signature of our Authorised Signatory lor recommanding this case/patient for finencial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following!
1) thal we nether are presently nor will in fulure avall of financlal assistance from anather NGO or any other source, for the same palisnt/case, as we ane
reGuasting o gel from Koshika Foundation, to the extent that such assistance (s granted by Koshika Foundation. I the requested assitance i nol granied
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