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1) By affing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and If's Trustees to
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By affiing hareunder, s of our Authorsed Signatory for recommending this caselpatisnt for financial assistance from Koshika Foundation, we
(Hospital ) heraby alfirm & sccapt lollowing.
1) thal we neither are presently nor will in future avall of financlal assstance from another NGO o any other source, for the same patient/case, us we ore
requisling to gl fram Kanhika Foundation, to the oxlent thal such atsiitance is gronted by Koshike Foundation. |f the requested assistanco i not granted
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