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11 By affixing my skyrature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and It's Trustees to
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By affining haraunder. signatlra af our Authorised Signatory for recommanding [his case/patient lor findnclal assistance lrom Koshika Foundation, we
[Hospital) rarety affirm & accept fallowing:

11 that we neither bra plesently nor will in fulure avall of frencial assistance from another NGO or any other source, for the same patientcise, as we ara
retuesting lo gel from Kasnika Foundation, o e exient that such assistance is granted by Koshika Foundation, |T the requesied assistance is nol graniad
by Koshika Foundation. In pan or in full, then the Hospital reserves I(Us right ta make up the shortfall from another NGO or any other source. This
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in the matter
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