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1) U herety confirm that )l defslis = this Form ars True to tha best of my knowledge, Any false statement will render my Application & ongeing essistance, If any,
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1) By sffixing my signature or thumb Impression on this Form, | |Applicant) hereby agree & authorise Koshika Foundation and s Trusizes 1a
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By sffixing harednder, signature of our Aulhorsad Signatory 1o racommending this caselpatient for financial assistanca from Koshika Foundalion, we
(Haspital) hersby affirm & sccept iollowing:
1] that wa naither 2re prasently mor will in fulure avsil of financial assistancs from anather NGO of any othar sourns, for the same patienlicase, 85 we ana
requesting 1 gel from Koshiks Foundation, to 1he extent thal such assistance is-granted by Koshika Foundation, If the reguesied assistance is not graniad
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