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1)) hereby comfirm Fal 28 details o His Form are True to the best of my knowledge. Any false stateman! will render oy Application & ongoing assistance, I any,
lable lor resection/cancellsbon

Z] | salermnly confirm that 2esistance, If recalved from Koshika Foundation, will be used onfy for the “purpose”, as stated in S Form, for which such assistance
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1) By altiwing my signature o thumb Impression on this Form, | (Applicant) heraby agree & suthodsa Koshiks Foundation and 1's Trusiees lo
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By affinng hereunder. sgnature of our Adlhonsed Signatory lor recommantding this case/patian! lor linancial assistance from Koshika Foundation, we
(Hosptial) hornby alfirm & aocep! following.
1] that we nefther are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same patient/case, @s we g
roquisshing 1o gol fom Kosteka Foundation, to (he axtant thal such assistance |s granted by Koshika Faundation, If the requested ansistance is pol granted
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