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111 hereby confirm that all detalls in this Form are True to the best of my knowledgs. Any false statemeant will render my Application & ongoeing assistance, If any,
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1) 8y affixing my signatura d thumb imoression. on s Form, | tApplicant) hareby agree & authoriss Koshiva Foundation and [1's Trusiees 1o
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AGREEMENT by HOSPITAL (T o 01)

8y allixing hareunder, signatlire of our Authorised Signatory for recommending (his case/patiant for financial assistance from Koshika Foundation, we
(Hospltal hereby affirm & sccept following
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