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By afxing horsunder, sgnatre of cur Authorised Signatary for recommending this casa/patient for inancial assistance from Koshika Foundation, we
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1) that we neither 3o presently nor will In futuro avad of financel aesistance trom ansother NGO or any olher source, for the same pationt/case, as we are
requasting 1o get from Koshika Foundation, 1o the extent that 3uch assatance is granted by Koshiks Foundation. If the roquesied assistance is not grantod
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