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11| hereby confirm that all details in this Form are True to the best of my knowledge. Any fatse statement will render my Application & nngning assistance, W any,
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1) By alfiung my slohature or thumb impression on this Form, | (Applicant) hereby agree & aulhonse Koshika Foundation and i's Trusises io
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By affiung hereunder, signature '-i foriand Sighatory foe fecommanding this casefpatient for linancial assistance from Koshika Foundation, we
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1) that we nieithan dre presently norwill in luture avail of financial gEsistance (rom another NGO or any other source, for the same patienticase, 88 we are
raguesting o gal from Koshika Foundation. to the extent thal such assistance s granted by Koshika Foundation. If the requested assistance s nol granted
by Koshika Foundation, in part of 0 full, then the Hospital ressrves It's right 1o makis up the shortfall fram another NGO or any other source. This
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