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1) By affixing my signature or thumb mypression an this Form, | (Apolicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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By affixing hereundsr, signalure of our Auihorzed Sgnalery for recommending this casefpatient for financial assistance from Koshika Foundation, we
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1) that we neither are presently nas will in fulurs aval of Srancial asslsiznca lom analtier NGO or any oiher source, for the same palien¥case, a5 we are
requesting to get frem ioshike Foundation, to the extent thal suuh asoistanos iy granted by Koshiio Foundation. If 8o requesied assistance is not graned
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patient, is based on the arrangement butweor the pationt & the Hospltal, and i in no way infisnced by Koghika Foundation, Hence, Ihe Hoapital will
assume sole & complete respons(bity of the frealment & It's outcame & sslety of the patenl, and Koshika Foundstion witf heve no role or responsibillty
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