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1) | hereby confirm that ail details in this Form are True 1o Ihe best of my knowiedge. Any false statament will rander my Application b angoing assistance, if any,
liatie for rajectionlcancalialion.
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1) By &ffixing my signature or thumb impressian on this Form, | (Applicant) hereby agree & suthorise Koshikz Foundation and i's Trustess 1o
use'publishiput-uplrepraduce my name, address, phola & detaie of the *purpase”, fof which such assistence i& requesiedigranted, through any
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By affixing hereundes, signatite of our Authorised Signatory for recomimending Inie casa/patiant for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accent following:

1) that we noitner gre pracently nor will in future avail of firancial assislance from enother NGO ar any othar spurce, for the sama patienlicase, &8 wo ore
reauesting to gel from Koshika Foundation, to the sxlant that such assistance i granted by Koshika Foundation. If ive requasied assistanct is not gramisd
by Koshika Foundation, fn part o in full, tnen the Haspital reserves It's right 1o make up the shortall fram another NGO or any other soures. This
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sesumE sofe & complets responzibility of the treatment & it's outcome & safety of the patient, and Koshika Foundatlan will kave no rola or responsitility
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