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1) 1 harety confirm that all detaits in thés Form are True to the best of my knowkedge, Any false statement will rendet my Application 8 ongoing assistance. if any,
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1) By affiing my signalure or thumb impression on this Form, | (Applicant) hersby sgree & suthorise Koshika Foundabion and i's Trustees (o
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By uMixirg hersunder, signilure of oo Authorssd Ssgniasery lor recommending this case/patient for financial assistance rom Koshika Foundation, we
[Heosgital) horedy affrm & accest Tolowing
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reguesting 1o got lrem Keshiks Foundation, to the oxten? thil such assistance s granted by Koshika Foundaton, If the requestod sssistance is nol granted
by Koshika Foundation, in part or In full, then the Hosplisl rasarves it's rght lo make up the shortfall fram ancther NGO or any other source, This
confirmation essentially states that tha Hospital will not aval| any duplicale assistance for the same patlent/casa from any ofhar NGO or any other source.
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in e matior.
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