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1) | hereby confirm that ali detadls in this Form are True fo the best of my knowiedge. Any false stafement will render my Application & ongoing assistance, if any,
liahle for reisctionicancaltation.

2} 1 solemndy confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such esaistance
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assime solo & complate respansibility of the treatmant & I1's outcome & safety of the patient, and Koshike Foundation will have no rqln or responslbility
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