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111 hersby confirm that nll dstails in this Form are Trua to the best of my kecwledge. Any false statemient will render my Application & orgalng assistance, Fany,
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1) By affizing my signature or thumb |mpression on this Farm, | (Applicant) hareby agres & authorise Kashika Foundation and It's Trustees to
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By affixing hereunder. signature of our Authonsed Signatory for recommending this case’patant for firencial assstance: from Koshika Foundation, we
{Hospitad) hereby affirm & accepl followkhg:

1] ihat we neither arg pragently nos will in futurs avaesl of fingncal assistance from another NGO or @ny other source, for the same patiant/casa, 55 we are
requesting to gat from Koshika Foundation. to the aatent thal such assistance is granted by Koshika Foundation. Il ihe requested assistance is rol granied
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confirmation essentially states that the Hospital will nol avail any duplicate assistance for the same patient/case from any other NGO or any other source.
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