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1] By affidng my signoture of INumb Impression on this Form, | {Applicant) kaceby sgres & nuthorise Koshiks Foundation and i's Trusless lo
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By affiing haraunder, dignature of aut Autharsed Signatony for recommanding this case/patient for inancisl assistance ram Koshika Faundation, we
[Hospital) hareby affirm & accept followlng:
1) that wo neithsr @ presently nor will in future svail of Bnancial assistonce from another NGO or any other source, lor the sams patlent/case, o wo ors
mequesting to get from Koshika Foundation, to the extent that such assistance is grantad by Koshika Foundation, If the requested assistance is not grantod
by Koshika Foundafion, in part or i full. then the Hosplial reserves ii's right to make op (he ghortfall from another NGO o dny olher source, This
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#ssume sole & complets respanalblility of the treatment & il's outcome & safety of the patiend, and Koshika Foundation will have no mole or responsibility
I the mattor.
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