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By allixing herounder, signalwo of cur Authorsed Signatory for recommending this case/pationt for financial assistance from Keshika Foundation, we
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1) tharl wer niithet are presantly nor will in future aved of financial assisiance from another NGO or ony other source, lor the same palionticate, &s we are
requesling lo gel lrom Koshika Foundalion, lo the extent that such assistance is granted by Koshika Foundalion. II the requesied assisiance is not granted
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in the mattor,
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