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1) By affixing my signsture or thumb impression on this Form, | {Applicant) hereby sgree & authorise Kostika Foundation and it's Trustees to
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1) that we nelther are presantly nor will s future svall of financial asslslance hom anclher NGO or any oifar source, [or the same palisnlcase. as we are
requesting 1o get from Hoshika Foundation; 1o the extent that such assislance is granied by Keshika Foundation, If the requested assistance is- not granted
by Koshika Foundatian, in part or In full, then this Hodpital reserves if's righl Lo make up the shortfall from another NGO or gny other source. This
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astuma solo & complate reeponsibiity of tha treatment & It's sulcems & safely of the pationt, and Koshika Foundation will have no rmie or responsibliity
v the matier.
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