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1)1 hereby confiem that all details in this Form are True to the best of my knowledge. Any faise statement will rendes my Application & ongoing assistance. i any.
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2) | solemnly confirm that assistance, f necelved frum Hoshika Foundation, will be used only for (he "purpose”, as stated in this Form, for which such assistance
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By aMixing hereundar, signature Bl our Authorised Signatary for tecommending this case/pationt for financial sssistance from Koshika Foundation, we
(Hospital) heretry affirm & acoep! following:

1) al wo neithar are presently nor will in future avell of finsncial asslvtance from anotier NGO or any ofher source, for he sama patient'case, o we ore
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