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1) By affcing my signatung or thumb imprassion on thie Form, | (Applicant) heroby sgres & sidhorisa Koshika Foundation and i's Truslees (o
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with the Truslees of Koshiks Fourdation, and their decision is this regard will be final and acceptable tome.
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By affixing hereundst, signature of our Aulhorised Signalory for recommending this casefpalien) for financlal assistance from Koshika Foundation, wa
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by Hashika Foundation, In part or In full, then the Hospitat resenves It's right to make up the sharfall fram another NGO or any other sourcs. This
confinmation eszentially states thal the Haspitsl will not avail any duplicate assistence for the same patlentcase from any other NGO or any oiher sourse.
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kn the malier,
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