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1) By afixing my signatute of thumb impression on this Form, | (Apglicant) hereby agree & auinorise Koshika Foundation and it's Trusloes to
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By affiing herounder, signature of aur Authorisad Signatory for recommanding this casefpatient for financial assistance from Koshia Foundabion, we
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1) that we neither sro prasently nor will in future evail of fingncial assistance from anothes NGO or any othar source, Tor the same palientcase, as wa are
requesiing to get from Keshika Foundation, to the extent thal such assistance is granied by Keshika Foundation, If the requested assistance is nol granied
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