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1)1 hereby confirm that all details in this Form are True to the best of my knowiedge Any false slatement will fender my Application & ongoing ads;
liable for rejection/canceiation. .

2) I sulemnly confirm that assistance, if received from Koshika Foundation; will be used only for the “purpose”. as stated in this Form. for which such assislance

was requesled by me.

3) Fhereby confism that | nave not & vy not i future, avail of Teimbursement. in part or i full, from a

for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory for fecommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accepl! following: . -

1) that we neither are presenlly nor will in future avail of financial assislance from another NGO or any other source, for the same Patient/case, as we are
requesting Lo yel from Koshika Foundation. to Ihe exten| that such assistance is granled by Koshika Foundalion. If the requesied assisiance i$ not granted

assume sole & complete responsibility of the treatment & tt's outcome & salety of the patient, and Koshika Foundation wil
171 Ihe malier.
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