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1) By affising my signature of thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundafion and it's Trustees 1o
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By affixing hereunder, signature of our Authonsed Signatory for recommanding this case/patient for financial assistance from Keshika Foundation, we
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1) that wa naithar are presontiy nor will in future avall of finencipl assistance from another NGO or any other source, for the same BoBEnUCalD, 88 Wa are
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in the matler.
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