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1)1 hernty confiem that af deteds In this Form are True 1o the best of my knowlodge. Any false statement will render my Application & ongoing assistance. if any.
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2)1 salemely conflem tht assistance, f received from Koshika Foundation, will be used only for the “purposs”. as siated in this Form, for which such assistance
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By afMuing hoteunder, signature of our Authorsed Signatory for recommending this case/pationt for Anancal assistancs from Koshika Foundation, we

(Hospltal) heraby afirm & acoepl following:
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