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1) | heveby confirn that all detalls in this Form ate True &9 the best of my knowledge. Any false statemant wil randar my Application & ongoing assistance, i any,
Eable lor rejaciion/cancaliation.

241 salemnly confirm that assistance, If recalvesd from Koshika Foundation, wil be used only lor the “purpie”, an stated in this Form, for which such assitlance
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1} By affixing my signature of thumb impressian or this Form, | (Applicant] horedy agree & authoriss Kosnhika Foeundation and ii's Trustees o

use/publishiput-uprepraduce my name, sddrass, photo & details of e "purpose”. for whist such sssislance Is reguestedigraniad, through any ;

medium, including but not limited ko verbal, print, electronic, lor selicling donations for Keshika Foundation andior gisseminatng information sbout s
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By allming hareundar, signature of our Authoised Sgnatey for recommending this caseipatient lor inancial assisiance frorm Kostuka Foundalinn, we
(Haspital) heroby affirm & accept inllowing: |

1) that wie nolther are peesently ror will iy ioture avail of Bnancial nssistance lrom anothes NGO or sy other source., lor ihe same pabient/cede, & we ore
requesting 1o gt from Koshikn Foundation. 10 the extan! thal such assistance is granted by Koshika Foundation. Il the requasted assistance s nol grantad
by Koshika Foundation, (n part or i full, then the Hospital reserves It's right to make up the shortiall from ancther NGO or any olher source. This
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sssume sole & compliete responsibility of the treatment & s culcome & salety of Ihe patient. and Koshika Foundation will have no role of responsibility
in tha maties
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