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1) I hereby conlirm that alldetails in this Form are True to the best oI my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

llable lor rejecliot/€ncollalion.
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1 ) By affixrng my signature or lhumb impression on this Form l

use/publish/pul"up/reproduce my name, address photo & detai
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By affixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/pati€nt lor rinancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
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