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1} | tigreiy confirm that sl details In this Form 2re True fo the hest of my knowledge. Any false statement will render my Application & ongoing assistance, il any,
Hahle for rejection/cencellstion.
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By affixing hereunder. signature of our Authonsad Signatary for recom mending this case/patient for financial assistancs from Kashika Foundalien, we
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1) that we neither gre prasantly nor will in fulure avail of financial Gssisiance fram another NGO or any other source, fof the same patisnticass, as we are
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assume sola & compiele resporEility of the freatmeant & it's outcome & salety of the patlent, and Koshika Foundation will have na role or responsibility
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