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11 hersby confirm that all details in this Form are True fo 1he bost of my knowledge. Any falss stalament will render my Appiicalion & ongalng assielance, If any,
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1) that we nelther are presently nor will in future svall of financial assistance from another NGO o any ather zource, for the same pultenﬂmaa. BE W ara
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assume sole & complels respanelbiiity of the treatment & s cuttome & safely of the patiant, ond Koshlka Foundation will hava no role or responsititity

in the matter.
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