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111 heraby canfirm that ail dotails in this Form are Trus to the best of my knowlsdge. Any false statement will rendar iy Applicabion & angding sssistance, if any,
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2) | sofemnly confim that assistance, i recélved from Koshikn Foundstion, vl be used only for the "purpose”, 83 siated in this Form, lor which such assistance
was requested by me.
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1} By aflining my signafture or thumb impression on this Form, | (Applicant) hereby agree. & authorise Koshika Foundation and it's Trastees 1o
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1) that we neither ans prasantly nor will in fulure avell of fingncial assistancs from gnother NGO or any other sourca, for ihe same petient/case, as we are
reguesting io get fraom Koshika Foundation, fo the extent mat such assistance is granted by Koshika Foundation, If the requested assistance s nol granted
by Kashius Foundation, in part or in full, then the Hospital reserves it's righl 1o make up the shortfall from another NGO or any ather sourcs, This
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