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1) By affixing vy signature o thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and I8 Trustess io
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1) that we peithet ars presently nos will in future avail of financlal sssistance from another NGO or any other sturce, for the same patienticase, as we are
raguesting |0 gat from Keshilka Foundation, 1o the extent that such assistance |8 granted by Koshiks Foundation. I the requasted assistance is nol granied
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