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1) | heraby confirm thist i dietails in this Form are True lo the best of my knowleoge Aty taise stalement will render my Application & ongoing anssstance, If any,
lible for remclion/cancedintion

2} | sokemnly contirm that assistance. If received from Koshika Foundation, will be used orily for e "purpose”, a8 stated in this Form, for which such assistance

was reguested by me

3) | harety confirm that | ave not & will not in future, avail of reimbursement, in part of in ful, from any other sourcalempioyerfinsutance company, of the amount
for which This asaistance & requested.
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1) By afxing my signalure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and iU's Trustess o
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By affaing hereunder, signature of our Aulhonsed Signatory for recommending this case’patsent for financial assistance from Koshika Foundation, we
(Hospital) meraby affirm & sccept following:

1] that we neliher are presently not will In future avail of financlal assistance from another NGO or any other source, for The same patisnl/cese, &8 wo are
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