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1) By aflizing my signatura or thumb Impresslan on this Form, | Applicant) hereby agree & authoriso Koshiks Foundation and i's Trusless o
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By affiing hereunder. signalure of our-Authonrsed Signatory far recommending Ui casalpatient far financial assistancs from Koshika Foundation, we
iHospital | hereby affirm & accopt follawing:

1) that we neither are prasently nor will in future gvail of innnciat sssistance from ancthe: NGO oF sty other sourea, lor the Sarms pafignt'case, as we are
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in‘Ihe matier.
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