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1} | hereby confirm that all datails In this Form ara True o the best of my kntowladde. Any falss slatemant will rerdsr my Application & onguing sssisiance, If any,
liabla for rejection/canceliation.
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1) By affixing my signature or thumb Impression on this Form, | (Applicant) hereby agres & suthorise Koshiks Foundation and IU's Trustoses to
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with the Trustess of Koshika Foundafion, and their decision is this regard will ba final and soceptatle o mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financlal assistance from Keshiks Foundatkon, we
{Hospital] haraby affirm & acecopt following: _

1) that we neither are presenily nor will n future svail of finenclal ssslstance from another NGO or any other source, for tha same pafienticase, A ws are
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assuma sale & complsls responsibillty of the treatmant & it's cutcoms & salety of the patient, and Koshiks Foundation will heve ne rols or responsibility
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