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1) By affixing my signature of thumb impression on this Form, | (Applicant) heretry agreo & authorise Koshikn Foundation and i's Trustees o
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By affixing hereunder, sighature of our Authorisad Bignalory for recommending this casalpatient for financal assistance from Koshika Foundation, we
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requesting to got from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assiatance is nol granied
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