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2) | solemnly confirm that sssistance, If received from Moshika Foundetion, will be Used only for the “purpose”, i staled in this Form, for which such asssstance
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1} By affixing my signatuno or thumt impression on this Form, | (Applicant) hereby agres & suthoriss Koshiki Foundation and if's Trusises 1o
usefpublishiput-upfreproduce my name, address, pholo & delails of the “purpose”, for which such ossistance is requestedigranted, Mough any
medium. including but not limited 1o verbal, print, electronic, for soliciing donations for Koshika Foundation andior disseminating Information about it's
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with the Trustaes of Kashika Foundation, snd thelr decision ls this regard will be final and scoeptabie to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this cane/patient for financial susistance from Koshika Foundation, we
(Hespltal) herstyy affirm & accept following:
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