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1} | hereby confirm Ihat all detalls in lhis Form are Tree o the bes! of my knowledge. Any false stalemant will render my Application & ongalng assistance, if any,
ligkle fov rejectiondcancelatian.
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1} By atflxing my signature or thurmb Impression on Ihl& Formn, | (Applicant) hereby agree & authorise Koshika Foundation and il's Trusteas to
use/publshiput-upireproduce my name, address, phote 4 detalls of the “purpose”, for which such 2sslstance is mguesied/granted, thiough any
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By affixing hereundsr, signalure of our Authorised Signatory for recommending this ¢asafpalien for financial azsistance frem Koshika Foundation, we
[Hospital) heraby affirm & accepl ollowlng:

1] that we raither Bre pressnily nor will in futura avail of finengial assistance frem another MGD o any other source, for the spme patient/case, as we are
raquesting 1o get from Koshika Faundation, Lo the g«tant thal such assistance is granted by Koshiks Foundation If Ihe requesied assistance is not granled
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patiant, is based on the arrangement betwaen tha patigni & the Hospital, and is i i way Influeniced by Koshika Foundation Hence, the Hospital woll
assume sole & complete responsibilily of the treatment & it's culcome & zafaty of the patient, and Koshika Foundation will have no roe o respensibility
in the maller,
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