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1) By sffixing my signsturs or thumb ampression on 1his Form, | (Applicant] hersby agren & aulhonss Koshika Foundation and if's Trustees o
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By affining hateunder, signature of our Authorsed Signatory for macommending this canelpatient for financial sssistance from Koshika Foundation, we
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assuma solp & complate responlbivty of the ealmen] & Il's oulcoms & satoly of the patient, and Koshika Foundalion will have no role or responmibiity
in the matter.
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