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1) By afoang my signatire of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees 1o

wselpublishiput-upireproduce my name, adcrass, photo & detalls of the "purpose”, for which such sssistance is requestod/granted, through any
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By affixing hereander, signature of cur Authorised Signatory for recomeending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) heroby affrm & accept Sollowing.

1) that we neither are presently nor will in future avad of financlal assistance from another NGO or any other source, for the same patienticase, 38 we are
requesting 1o get from Koshika Foundation, 10 the extont that such assistance is granted by Koshika Foundation If the roguesied assstance is not granted
by Kosivka Foundation, in part of In full, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any other source This
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