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11| hereby confirm al & defais in this Form arg Troe 1o the best of my knowledge. Any flse stalament will render my Application B ongoing assistance. I any,
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By affixing hereunder, sgnature of our Authorised Signatory for recommanding this case/patiant for financlal assistance from Koshika Foundation, we
[Honpiial) hereby affirm & pcoapl following:

1) that we nefther are presently nor will in future svall of linancisl sssistance from ancther NGO or any other source, for the same patientcase, Bs we are
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ssslme dole & complete respansibility of ihe treetmant & s outcome & salety of the patient, and Koshike Foundation will have no role or nes ponsl by
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