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1) By affixing my signature or humb mpression on this Form, | {Applicant) hereby agree & authorise Noshika Foundation and if's Trustees lo
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By affixing hersonder. signature of our Authortsed Signatory for recommending this case/patient for Anancisl assistance from Keshika Foundation, we
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1) thatl we nedther are presently nor wil in Ruturs svall of inancial assistence from ancther NGO or any other source, for the same patisnticase, &3 we are
requasling to gal from Koshika Foundation, 1o the exlenl thal such sasistence is granted by Koshike Foundalion, | the requesied sssitance iz not granted
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patient, is based on the amangemant betwenn the patient & he Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sie & complets responsibility of the treatment & it's outcome & salely of he patisni, snd Koshiks Foundation will have no tole of responsibilty
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