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1) | havoby confirm that all detads in this Form are True 1o the best of my knowledge. Any faise stalement will rander my Appiication & ongoing assistance. if any.
liniée for rejeciion/canceiation.

2) | salemely confirm thal saslstance, ¥ received from Koshiks Foundaiion, will be used only for the "purpose”, 2a statad i this Form. for which such asssiance
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1) By afixing oy signalure of humb impression on tis Form, | (Appicant) hereby agree & aulhorise Koshika Foundation and s Trustees o
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wilh tha Trusisss of Koshia Foundation, and thekr decision is his regard will be final snd accepiable to me.
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By sffixing hereunder, signature of our Authorised Signatory for recommending this casafpatleni for financial assisiance from EKoshika Foundation, we
{Haospital) herelsy afm & acoept
1) that we neithar e presantly nor will in futurs evad of financial assistance from another NGO or any ofhar source, for the samo pationi'cese. as we ane
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pateril, s based on the arrangement betwesn the patient & the Hospilal, and is In no way Influsnced by Koshika Foundation. Hence, Ihe Mospital will
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