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2} splamnly confirm that assigtance. i received frem Koshika Foundation, witl ba used gnly for 1he “purpose”, B9 steted In this Form, for which such assistance
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1] that wa neither are iure avail of inancial assistance fiem another NG o eny other scurce, for the sama patianl'case, as we are
requesting to get from Koshika Foundalion 1o Ihe exlenl thal such assistance is granted by Koshika Foundalion. i the requesled assistance is nat granled
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in the matter,
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