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2) | solomnly confirm that sesistance. 1 received fom Koshika Foundasion, will be et ondy for B “purpose”. a8 stated in this Form, for which such assistance

was requasied by me
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1) By afftxing my signature o Mumd mpression on s Form, | (Applicant) hecedy agree & authonse Koshika Foundation and I's Trustees %
use/publish/iput-upireproduce My name, address, photo & detals of the “purpese’, for which such assistance s requestnd/granted, Brough any
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By affiong hereunder, ugnature of our Authortsed Signastory for recommaending this case/pationt for financial assistances fom Koshiaa FoundaSion, we

(Hospital) hersdy afferm § accept followng:

1) ®:at we naither are presendly nor wil in futurs avad of Snancial assistance from anciher NGO or any other source, for the some patient/case, a3 we are
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atsume scle A complete tesoonsilty of the treatment & If's outccee § safely of the patient, and Koshika Founcation will have no role or responsibiity
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