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1) I hereby conlirm that all details in this Form are True to the b€st of my knowledge. Any fals€ statement will .ender my Appllcalion & ongoing a$bt nc€, if any,

liable for rejectiorrcancsllation.
2) I solemnly clnfIm ftat assistance, if rcceived hom Koshika Foundation, will be us€d only for the'purpose', as stated in f s Form. for which such assistanc€
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient tor financial assistance from Koshika Foundation, we
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rdquesting to get irom Xoshik; Foundation, to the extent lhat slch assistance is granted by Koshika Foundation. lllhe requested assistance is not granted
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a i"rpf"te resp;nsibility ol tho treatment & il's outcome & safety of the patient, and Koshika Foondation will hsve no rolo or r€sponsibility
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with the Trustees of Koshika Foundation, and their decision is this rsgard will be final and acleptable to m6
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