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11| hereby confirm fat all defads in this Form are True 1o the best of my imowledge. Any false statemant will render my Application & ongoing assistance,  any,
liabile bor rejeciion/cancellation,

2] | solemnly confirm el assistanoe, i received from Koshike Foundation, will e used only for the “purpose”, 8% stated in this Form, for which such sssistance
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11 By affng my signatuee or thumb Impression on this Form, | (Applicant) hereby agnee & authorise Koshika Foundafion and i's Trustees o
use/publish/pul-up/reproduce my name, sddress, pholo & details of the “purpose’, for which such sssistance is requestsd/granied, through any
miadium, including but not imited 1o verbal, print, electronic, Tor soliciting donations for Koshica Foundation and/or disseminating information about it's

acivitles/achievemenis. Such use of my pholo & detalis can be made by Koshiks Foundallon before or afier my treaiment or fulfiiment of the "purpose”
for which assistance is being requestod
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will nol minmalically oniitle me lor recolving of continuing ihe sald assistince. The decision for granting andior conlinuing the aesiaiance wi rowt solaly
with the Trustess of Koshika Foundation. and their decision is this regard will ba linal and acceptable to me.
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By aflixing hereunder, signature of our Authorsed Signatory for recommaending (his case/patient for financial assistance from Hoshika Foundation, we
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1) that wie neither sre prasently nor will in fulure svall of linanclal essistance from anather NGO or any ather source, for the same patient/case, as we are
requsting o gal from Koahika Foundation, 1 the exfant that such assistance |s granted by Koshika Foundstion, If the requesled assistance |s not granisd
by Koshika Foundation, in part of in full, then the Hospital reserves I1's right to make up the shortiall from another NGO or any oiher source. This
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in the matier
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