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1) | herety confitm that 8!l detalts in this Form are True to the best of my knowladga, Any false statement will rendar my Applicatlon & ongaing assistanca, if any,
linbde for rejaction/canceliation,

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, as stated In this Form, for which such assistance
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1) By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorisa Koshika Foundation and IU's Trustees (o

usa/publishiput-up/reproduce my name, address, photo & detalls of the ‘purpose”, for which such assistance is requestadigranted, through any
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By affising hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & accept following:

1) that we neither are presently nor will in future avail of financlal assistance from another NGO or any other source, for the same patient/case, #s we am
requesting to get from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested assistance is not graniad
by Kanhika Faundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anather NGO orany other source, This
confirmation essentially statas that the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any other soutea.
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