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1) 1 ety confirm Mat-al detais in this Form are Truo to the best of my knowlodge, Any false statement will render my Application & ongaing assistance, d any,
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By affising hisreunider, signaiuse of our Authonesd Signatory for recommending this case/patiant for financial assistance from Koshika Faundatlion, we
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1) thal wi neither are presenty nor will in futlince avall of firiahcla) sgsistance from another NGO o any oiher source. far the same patienl/case, 38 we am
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