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1) | herety confirm that all detais in this Form are Trus o the best of my knowledge. Any false statement will render my Appiication & ongoi
(it for e setion/cancelialon.
2) | solemnty confirm thal assistance, if received from Koshiks Foundation, will be wsed only for the "purpess”, as statad in this Form, for which
was eited by me.
ailmurm:rmﬂﬂlmmaﬂndnm avail of reimbursemend, in pant or in full, from sny ofher sourcalemployerfinsurance company, of i
for which (his assislance |4 requested.
1) % vy wom o oo e 4 el vk ned e S wrre ® s W o e oRow e of S s v e # o 98w e = W s
2) % gm W T o “wfrs e, o o 4, W v Tl b o o o fisd fivm wntm, o wm e Ao b

3) & o won € fis form v o ndw o wf 4, Tm ofn W sfee @ e T et e Pl wed @ o o few § ooy ) o 2 o

AGREEMENT by APPLICANT (sTs g0 07)
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By affizing hereundsr, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Hoshika Foundation, we
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1) that we neliher are presenily nor will in future avall of financial assistance lrom arother NGO or any other source, for (he same pallenticase, as we are
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i the matter,
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