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1) | heretry confirm that al details in this Form are Tiue to the best of my knowledge, Any false staloment wit render my Application & angoing assistance, If any,
lisble for rejectionicanceliation
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1) By alfixing my signatute of Mumb kmoression on this Farm, | (Applicant) hereby agree & suthoriss Koshika Foundation and i's Trustess o
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By aMizing horeunder, signatur of our Authovised Signatary for recommanding this casa/patien! for financial assistance from Koshikn Foundation, we
(Hospital) herety affirm & accepl following:

1) that we neither are presently not will in fulure evall of financial sssistance from anather NGO or any othar source, for the same patisnt/case, as we an
requasting (o gl from Koshika Foundation, fo the estent that such assistance is granted by Keshika Foundation. If the requesied sssistance i nol grantad
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