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131 rerntyy confirm that all detads in this Form are True to the best of my knowledge Ally laite staternont will render my Application & ongaing assistance. i ary,
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2) | solemnly confirm that essistance. ¥ received from Koshika Foundation. will be used anly for ths "purposs”, a8 stated In this Form, for which such assistancs
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far which this assistsnce s reguested
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1) thal we nelther are presently nor will in future Bvall of financisl sssistance from @nother NGO or any other source, for the same pationticase, as we are
reguesting i get from Koshika Foundation, lo Bhe axient thal such sssistance is gianisd by Koshike Foundation, If the mquensied assisiance @ nol granted
by Koshika Foundation, In part or in full, then the Hesplial reserves it's right to malks up the shortfall from another NGO or any other source. This
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assume sole & complete responsiblity of the treaiment & If's outcome & safety of ihe patient, and Koshika Foundation will have no rofe o respensibility
in the mater.
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