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1) I hereby carfirm thal sl detalts in this Farm are Trua to the basl of my knowledge. Any false stalament will rendar my Application & ongoing asststance, if any,
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1) By affising my slgnature ar thumb impressicn on this Form, | {apphcant} hereby agroe & authorise ¥oshika Foundation and il's Trustees to
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Py affizing hereundar, signature of our Auchorized Signatory for recommrending Lhis coselpatient for fingncisl assislance from Koshika Foundation, we
[Hospital] hereby affirm & accand To'lowiag:
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assume sole & complele responsitilily o she 1eatment & i1s culoore & safety of the patient. and Koshika Foundalion will hava no role ar responsibility
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