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1) | hareby confirm that oll detuds in this Ecrm are True 1o Whe best of my knowledge. Any false statement will render my Application & ongoing
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1) By affixing my signatute of lhumb Impression an this Farm, | (Applicant) hereby agree & aulhonse Koshika Foundation and il's Trustees (o
usalpublishipul-uplreproduce my nama, address; photo & details of the “purpese”, for which sUch assistance s reguesiedigranted, through any
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1) that we naither are prasently nor will in future avail of financial ssistance from anothar NGO or sny other source, for the same patlent/casze, 8s we Bre
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assume sole & complata responsibilily of the treatmant & i's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter
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