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1) | hatotry confirm thal oll details in this Form ar True 1o the best of my knowledge. Any false staternent will render my Application & ongoing assistunce, if any,
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1:|th my signature or thumb impression on ihis Form, | (Applicant) heroby agree & authorise Koshiks Foundation and s Tiusioes o
use/publish/put-upimproduce my name, address, photo & details of the "purpose”, for which such assistance is requestedigranted, through any
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By affixng hersunder, signature of our Authonsed Signatory for recommanding this caselpatient for financial assistance from Koshika Foundation, we
(Hoapital) hateby affiem & acoepl faliowing:

1) that we npither am presanily nor will in future avaeil of inancial ossistance from snother NGO or any other source, for the same patenicase, Bs we am
requesting 1o get from Koshika Foundation, 1o the extant thal such sssisiance is granted by Koshika Foundation. If the requesied assisinnce |s nol geanied
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