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1) By affixing my signature or thumb lmpression on this Form, | {Applicant) hereby agroe & authorise Koshika Foundalion and it's Trustees to
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By afflidhg hereunder, signature of out Authorised Signalory for recommmnding this case/patient for financial assistance from Koshika Foundalion, we
[Hosplial) hereby affirm & accopt lollowing:

1] that wa nafihar are presently nor will in future avadl of finencial assistance from enother NGO or any ather source, for the same pationl/case, ns wa are
requesting io got from Koshika Foundation, (o the extent that such asslatance is granied by Koshika Foundation. If the requosiad assisianto is nol granted
by Keshlin Foundation, in part or in full, then the Hospital reserves s right to make up the shorifall from ancther NGO or sny other scurce. This
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wssume solo & complots responaibifity of the treatment & it's outcome & satoly of the pationt, and Koshika Foundation will have no role or respensibility
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