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1) | rereby comimn thal all detals in this Form are True (o the best of my knowledge. AndiTalze staternent will render my Application A ongoing sssisiance. if any,
labvie for rectonicanceiialon.
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1) By affixing my signalure or thum impeession on this Form, | (Applicant) hetady #res & suihodss Koshiks Foundation and ©'s Trustess to
use/publishipul-upireproduce my name, sddress, phold & detsils of ihe "purpose”, B which suth assistance |s requestedigranted, through any
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By affixing hereunder, signature of our Authonsed Signatory for recommendinglitils casaipatient for Bnancal assistance from Koshike Foundation, we
{Hospital] herehy s%m & accep! fallowing:

1) that we nelther ane presenily nor will in fture avail of financial assistance: snalher NGO or any othar source, for the same patisntcass, &5 we ame
retuesting Io get from Koshika Foundation, (o the sxtent that such assistance B granted by Koshika Foundation. If the requesied nssistance |s not granted
by Koshika Foundation, in part or in full, then the Hospital reservas il's right loimake up the shortfall rom another NGO or any other sounce: Thes
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patieni, is bosed on the arangement batween the pationt L the Hospital, ard 8 in no way influsnced by Koshika Foundstion. Hence, the Hospital will
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