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1} | harsny confirm that &l detalls in this Form are True to tha bast of my knowiedge, Any talse statament will render my Application & engeing resistance, f any,
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uer/oubflshiput-upirepraduce my name, sddress, photo & delsils of ihe “purpose’, for which such 2ezistanoe 8 requestedigranted, through amy

miadiurn, ncluding but nat limited 1o verbal, print, electronic, for soliciting donatians far Keshika Foundation andior disseminating information aboul it's

activitleslachiayements, Such use of my pholo & detalls can be made by Koshika Foundatlan hefers or slier my trestment of IUlfilment of the “purposa”
lar which assistance is baing reguested.

2 | (Applicant) furlher agree that any-such usa of my name. address, photo & detalls of the “purpose”, far which such assistance is requested/granted.
will ot sulomatically entitle me for receiving or confinuing ihe s3id assislance. The cegision lar granting andior continuing the sssistance will res! solely
with thie Trusteas of Kashika Faundation, and thelr decision is this regsrd will be final and soceptable to me,

1) ¥R T T O T W S e wme § (i) wedt ey e won e e s ol aed et " 5 sfiem won f 8 o,
o, W s S g e €, o Wi TR R, T, SR S S R ) e s et W fe Pl o wee S

# wfin = % T, s #1 2t v w e Sowwa = wwh w e = s o S wEde T s o §

2) 4 (ﬁmjwmﬂm(ﬁﬁvm.w.ﬁsﬂwﬁmﬂﬁmﬁz{hﬁﬁmﬂriwm:mmmmM|mmﬂ

*ifer Ty wew =l = e si aerEr B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
T % wEmT oS W e
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By afficing hareunder, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundstion, wa
(Haspital) hersby affirm & accept following:
1) that we neither are presently nor will in future @vall of financlzl psslstance from another NGO ar any other serce, for the same patlentcaze, ae we ars
requesting o get from Koshika Foundution, ta the sxtent that such sssistance s granted by Koshika Foundation, If ihe requesied assistance & nol granizs
by Kostiva. Foundetion, in part or in full, then the Hospital resstves ls right ter make up the shertfall from anather NGO or any other soures. This:
canfirmation essentislly states that tha Hospital will not avall any duplicate assistanca for the same patanticase from any other NGO or any oiher source.
%) The assistance from Keshika Foundation is only financial in nature. The choice of the ireatmentiprocedure advisedconducled by the Haspital on tha
pallent, is based on the srrangement batwesn tha patiant & the Hospital. end isin no way infiuenced Dy Koshiks Foundation. Henca, the Hospital wil

pasuma sole & complete responsibility of the trestment & s outcome & safely of the patient, and Koshiks Foundatien will have na rofa or rasponsibility
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