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1) By afflaing my slanature or thumt impeession on this Form, T (Applicant) homeby agrea & authorss Koshike Foundation and I8 Trustess to
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By affizing hareundir, mignature of aur Autherised Signatory for moommanding this case/patient for financial assistance from Koshika Foundation, we
({Hospital) hereby affirm & agcept following:

1} that we neifher are prasantly nor will in fulure avail of inancial essistance from another NGO or any othar source, for the same patientcase, as we o
requesting io get from Koshika Foundation, o the extant (hat such assistance is granted by Koshika Foundation. If the requosted assistance Is not granted
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