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1) By affuing my sgnature or thumb impression on this Form, | (Appiicant) hereby agree & autharise Koshika Foundation and Ii's Trusiees to
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By afliveg hersunder, sanaluse o our Authorised Signatery for recommaending this case/patient for financial assistance from Koshiks Foundaton, we
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by Koshika Feundation, in part or in full, than the Haspiial reserves s righl lo make up the shoetfall from ancther NGO or any other sourca. This
confirmation essenbinlly states that the Houpital will not avail any duplicate assistonce for the same patient/case from any other NGO or any oiher source.
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