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1) By affieing my signature ar thumb impression on this Form, | (Applicant) heraby agreo & autharise Koshika Foundaticn and It's Trustees 1o
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By affixing hereunder, signature of our Authorised Signatory for fecommanding this case/patient for financial assistance from Koshika Foundation, wa
(Hospital) hersby affirm & acce following:

1) thast we neither: are presently noe will in future avail of financial assictance from another NGO ot any other source, for the same paliont/cass, a3 we drp
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£} The assistance from Koshika Foyndation |s only financial in nature, The choice of the treatment/procedure advised/conducted by the Haspital on the
patient, is based an the amangsmant betwasn the patient & the Hospital, and s In no way influenced by Koshia Foundation, Hence, tha Hospital will
assuma sole & complete responsibillly of the treatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibilily
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