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DECLARATION by APPLICANT: P T Wi

1) | hereby confirm that all detalls in this Form are Trus to fha best of my knowledge. Any false statemenl will render Application & ongoing assistance, if ary,
Habia for rejestion/cancellahon.

2} | solemnly confirm thet assistance, f recelved from Koshika Foundation, will be used only for the "purpoee’, 8§ stated In this Form, for which such assistance
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1) By affiung my signature of thum impression on this Farm, | {Applicant) heraby agree & authorise Koshixs Foundaticn and (i's Trustens 1o
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AGREEMENT by HOSPITAL (WP & w)
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