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1) | herety confirm thal all details in this Form are True to the best ol my knowlodge, Any false statemant will render my Applicalion & ongoing assisiance, if any,
liabie for rejection/cancaltation.
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1) By affixing my signature o thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and it's Trustees o

use/publishiput-upireproduce my neme, address, photo & detalls of the *purpose”, for which such assistance Is requested/granted, through any
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wilh the Trusiees of Koshlka Foundation, and their decision is this regard will be final and acceplable to me.
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By affixing heteunder, signature of our Authorised Signatory for recommending this casa/palient for finencial assisiance from Koshika Foundalion, we
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1) that we nelther are prasentty nor will in future avall of financial assistance from another NGO or any other sourca, for the same palient/case, &s we are
requesting io gat from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assislance is not granted
by Koshika Faundation, in part or In full, then the Hospital reserves it's righl la make up the shartfall from ancther NGO or any other sourca. This
confirmaticon essentislly states that the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any other source.
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assume sole & comgplets responaibiiity of tha treatmant & it's ouicoma & sofety of the patient, and Koshika Foundation will have no role or responsibility
in the matier,
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