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1} | hereby confirm Thet all detsils in this Fomm are True to the best of my knowledga. Any false siatemert will rander my Application & ongoing assistance, it any,
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1} By affixing my slgnatura or thumb impresslan en this Form, | {Applicant] hereby agree & authorise Koshika Foundation and it's Trustess 1o
use/publishiput-upirepreduce my nanw, address, photo & details of the *purpose”, for which such asslstance |5 requesiedigranted, through eny
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will nol autematcally entille me far receiving or continuing the said assistance. The desision for granting andfor continuing 1he asslstanca will rest salely
with the Trustees of Keshika Foundation, and their decision is this ragard will ba fingl and acceplable to ma.
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By slfluing hereunder, signature of our Authorlsed Signatory for recommending this case/patient for inancial assistance from Keshika Foundafion, we
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1| that wa nfther are presently nor will in future avadl of finsncis! assistance rom anolher NGO or any gther source, for the seme palignticase, as we are
requasting to gel from Koshika Foundation, 10 thi exient that such assistance 15 granted by Koshika Foundalion. il the roquested essistance is nol granted
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palbent, ls based on the erangement batween the patient & the Hospital, and is in no way influshiced by Koshika Foundatlon. Hence, tha Hospital will
assume sole & complete responsitisty of the beatment & ifs cutcome & safety of the patient, and Koshika Foundaton will hava ne rale of responsibility
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