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AGREEMENT by APPLICANT {smiow g wat)

1) By aMuing sy signature or Bumb impression on this Form, | (Applicant) heraby agroe & authorise Koshika Foundation and it's Trustoes 1o
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By affizxing hersunder, signature of our Authorised Signatary for recommaending Ihis casedpatient for financial assistance from Koshika Foundation. we
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1) that we nelther are presently no will in future avail of financial assistance fmom another NGO or sny other source, for tha Same pallanicass, os we are
requasting 1o get from Konhika Foundation, 1o the extend that such assistunce s granted by Koshika Foundation. If the requasted assistance is nof graned
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