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1) By efixing my sgnaturs or thumb Impression on this Form, | (Applicant) hersby agres & authorise Koshika Foundation and I's Trusiees to
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By affising harounder, signaturo of our Authorised Signatary for recommending this case/patient for inanclal assistance from Koshika Foundation, we
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1§ that we naithar are prosently nor will in futire @vall of fnancial assistence from another NGO or any other source, for the same patienticase, as wa are
requesting 1o get from Koshiks Foundation, to the extent that such assstance is granted by Koshika Foundation. If the fequestod assistance is not granted
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