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1} | herstry wonfirm thal 2fl detaits in this Form are True to the best of my knowledge. Any false statement will render my Appiication & ongoing asskstance, If any,
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2} | solemnly confitm that assistance sl recelved from Koshika Foundstion, will be used only for the “purpase’, as stated in this Form, for which such sssistance
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By affizing heresunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Keoshika Foundation, we
(Hoepitsi) haraby affirm & accept following:
1) that we nellher are presently nor will In fulure avall of financial essistance from anoiher NGO or any other source, lor the same palienticase, as we are
requesting 1o gel from Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not grantad
by Keshika Foundation, in part or In full, then the Hospital reserves if's right to make up the shartfall from another NGO or any other saurca. This
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