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1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and It's Trustess 1o

usaspubdlish/put-upireprmducs my name, address; photo & detalts of the "purpose”, for which such assistance is requested’granted, through any
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By affaing hereunder, signature of our Authorised Signatory for recommending this case/patient for financiel assistance from Koshika Foundation, we
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1) thal we neidther are presently nor will in future avall of financial asshtance from ancther NGO or any olher source, for the same patient/case, a8 we are
raquesting 1o gei from Koshika Foundation, fo the exient that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
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assume sole & complate respansibllity of the treatment & it's cutcoma & safely of the patient, and Koshika Foundatlon will have no role or responsibiiity
in the mstier,
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