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1) I hereby confirm that all delails in this Form are True to lhe best of my knowledge. Any false statsment will ronder my Application & ongoing assistance if any,
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By aflixing hereunder sig.ature of our Authorased Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we
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1) thal we neither are Presently nor will in fulure avail of flnancial assistance from another NGo or any othet source. for the same Patienucase' as we are
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