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1) that we neither are presently nor will in future avail of flnancial assistance from another NGO or any other Source, for the same Patienucase, as we are
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundatlon and it's Trusteel to

use/publlsh/put-up/reproduce my name. address, Photo & delails of the 'Purpose" for which such assistance is lequested/granted. through any
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