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2) | soieennly confirm that ossistancs, If recerved from Koshika Foundation, wil be used only for the “purpose”. as stated in this Foem, for which such sssistance

was roquested by me.

3) 1 haraby condiom that | have not & will not in future, avad of rekmbursement, in part of in A, from any other sourcelemployerinsurance company, of the amount
for which this assistance Is requested.
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1) By affixing my sigrature o thumb impression oo this Form, | (Applcant) hereby agree & authonse Koshika Foundation and if's Trustees to
usalpublishiput-upireproduce my name, address, pholo & detsls of the “purpose”, for which such assistance is requestedigranted, through any
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with tho Trusiees of Koshika Foundation, and the decision i this regard will bo final and acceptable to me
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By a%aing hereunder, sgnatwre af our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
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1) thal we neither are presonily noe will in future aval of financial assistance from ancther NGO o¢ any other source, for the ssme palienticase, as we are
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