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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and If's Trustees 1o
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with the Trusteses of Koshika Foundation, and thair decision is this regard will be firal and acceptable fo me.
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1) thaat we neither are presentty nor will in futre avall of financlal assistance from anpther NGO or any other source, fov the same patienticass, as we bre
requesting (o gel from Koshika Foundafion, to the extent thet such assistance is granted by Koshika Foundation. If the requestad assistance is not granted
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