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1) | hereby condfirm that all details in this Form are True 1o tha best of my knowledge. Any faiss statement will rendar my Application & ongoing assistance. i any,
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2) | solamnly confirm (hat assistence, if received fom Koshikn Foundation, will be used only for the “purpose”. as stated in this Farm. for which such assistance

was requasied by me.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) horety agree & authoriss Koshika Foundation and it's Trustees o
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By affixing hereundes, signature of our Authorizad Signatory for recommending this caselpatient for financial assistance from Koshika Foundalion, we
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assoma sole & complels responsibdity of the treatment & I8 oulcoma & safely of the patient, und Koahika Foundaton will have no rolé of responadilily
in the matier,
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