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1) I hereby confirm that a details in this Form are True to the besl ol my knowledge. Any fals€ statement will render my Applics0on & ongoing asslstanca, if any,
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By affiring hereunder, signature of our Authorised signatory lor recommending this cass/patient lor financial assislance lrom Koshika Foundation, w9

(Hospital) hereby affirm & accept lollowing:
1) that wo neither are Presently nor will in future avail ol llnancial assistance from snothsr NGO or 8ny olhor source, for lhe ssme palienucose. 8s we ar€
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