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1] rereby confinm ihat 81 detaik in Wis Formars True to the best of my knowledge. Any false statemant will render my Application & ongoing assistance, LELT
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2] | selemnly condirm that assiztance, § recaived from Koshiks Faundation, will be Ussd anly for the “purpose’, as stated in this Form, for which such assistance
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By sffining hereundar, signature of our Authorisad Signatary for recommending this case/palisnt for financial assistance from Kashika Foundation, we
iHospital) hersby affirm & accept follawing:

1] that we naither are presently nor will in future avall of financial sssistance from anathar NGO or any other source. for the same patienticasn, 88 we are
requesting to get from Koshika Foundatian, lo the exient (hal such assistance is granted by Koshike Foundation; If the requested assistincg |& not granizd
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patient, Is bazed an (he arangement hatween thit patlent & ths Hospital, snd i in no way Influsnced by Koshika Fourdatian. Henca, the Hospital will
sssume solm & complets responsibility of the frestment. & it's cujcome & satety of the patient, and Koshika Foundation whl have no tole or responsibiiity
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