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1) Vhergby confirm el all detalls in this Form are True 1o the besl of my knowlodge, Any false sialament will render my Applicalion & ongokng asskstance, if any,
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By affixing hereunder, signature of our Authorised Signatory for recommending this casevpalient for financial assistance from Keshika Foundation, we
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confirmation esentally states that the Hospital wil not avail any duplicate assistance for the same palient/case from any other NGO or any other scurce
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in the matier.
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