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1) | herety confirm that all detads in this Form gre True to the best of my knowiedge. Any false statement will render my Application & ongoing assistance, Il any,
liable for reiectionfrancelation
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11 By offixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and iUs Trustess o
Usalpublmhipul-upireprodute my nama, address, pholo 4 details o the “purpose”, for which such sselsinnce I8 requestad/granted, through any
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requesting to gt from Koshiks Foundation, o the exdent that such assistance is granted by Koshika Foundation. I the requested assistancy is nol granted
by Koshika Foundation, in par of I 1ull, then the Hospltal reserves it's fight to make up the shostfall from anothar NGO or any other solufes. This
ponfirmation essenfially states ket the Hospital will not availl any duplicele assistance for the same patient/case from any other NGO or any othar source
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zssumps sola & complels responsibility of the trestment & '8 outcoma & safsty of the patieny, snd Koshike Foundation will have no role or responsibiiity
in e matier.
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