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1)1 haeraty coefirm thal a8 detalls in this Form are Tiue bo the best of my knowledge: Any false siatement wil render my Application & cngoing assistance, fany,
Il for repcliondcancaliption.

2} | seiemnly confirm thal essistance. i ecsived from Koshika Foundation. will be used anly for the “purpose” as stated in this Form. for which such assistance
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3) | hareby confirm thal | have nol & will nol in fulure. avall of eimbursement, in part or in full, from any other sourcalsmployerinsurance compary, of the

for which this assistance & requasied.
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1} By affoung my signature or thumb impression on his Form, | [Applicant) hemby agree & outhonse Koshiks Foundation and I's Trusiess 1o
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By sffixing hemeundar, signature of our Authorised Signatary for recommending this case/patient for finencial assistance from Koshika Foundstion, wa
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1] thal we neiher are presenily nor will in future vail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requasting 10 get from Koshika Foundation, to the extent thal such assistance is granted by Kashiks Foundation. If the requesiod assistance ks not granted
by Koshiks Foundafion, in part or in full, ihen the Hospital reserves It's right to make up the sharifall from anchar NGO or any other source. This
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