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1)1 hrety confirn that ull detaits in this Form are True 1o the best of my knowledge. Any faise statemant wil render my Applicaion & ongoing sssistance, I any, |
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1) By affixing mykdguutire or thumb Impresskon on this Form, | (Applicant) hereby agres & suthofiss Koshika Foundation and II's Trustses 1o
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By effixing hereunder, signature of our Authorised Sigiatory for recommending this case/patient for financial sssistance from Kashiks Foundation, we
(Hospitad) areby afirm & sccepl following:

1) that we nefihes sre presently nor will in fulure avail of financlal sselstance from enather NGO or any other source, for the same palientcase, 83 we ere
mequesiing lo gat from Keshika Foundstion, 12 the extant thal such assistance I8 grantad by Hoshika . Il the requestsd assistance B not graniad
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mﬂwm & complate responsibliity of (he treatment & It's putcome & safety of the patient, and Koshike Foundation will have no role or responsibillny
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