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1] 1 hereby worfimm thal all details In this Form are Trus to Ihe best of my knowledge, Any faise stalement will render my Application & ungaing assistance, if any,
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1) By afilxlng my signalure or lhumb kmprassian on this Fom, | tapplicant) hereby agres & authorse Koshika Feundation and iU's Truslaas o
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By atfixing hereunder, signature of our Authorised Signatory for recemmending Ihis case/palient for financial azsisiance fram Koshika Foundation, we
(Hospia) hereby affirm & sccapt folowing:

1) thot we neilher are presenty noe will i fuure avell of financisl assistance from another NGO of any other source, for the same patienicaie, @5 we are
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assume soia & compiats responsiiity of the treatment & i1's oulcome & safety of the patent. and Koshiks Foundalion will have ne rale ar respansibility

irn {he matter.
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