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11| Ferety confirm il afl detads in this Form are True fo the best of my imowiedge. Any faise statement will render my Application & ongoing estistance, # any,
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By affiming hareundar, sgneture of our Authorised Signatory for recommending (his case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accept following;

1) el we nether ara presently nor will in futures avall of financlal assistance from anather NGO or any other source, for the same pabenticase, as we g
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