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1) By affixing my signature of thumb impression on this Farm. | (Applicant) hereby agree & authorise Keshika Foundation and I's Truntees lo
usgpublishiput-upireproduce my name, address, photo & detaits of the “purpose”, for which such sssistance is requested/granted, through any
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1) that we nefther are presently nor will In future avall of financial assistancs from another NGO ar any olher source, for the same polisnt/cass, ns we ire
requesting to gat rom Koshika Foundation, to (he extent that such assistance ks granied by Koshika Foundation, I the requested assistance is not granted
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confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patlent/casa from any other NGO or sny other source.
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