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1) By affixing my signature or thumb impression an this Form, | (Applicant) hereby agree & authorise Koshika Foundation ond it's Trustees o
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By affixing haraunder, sigrature of our Authorised Signatory for recommending this caselpatient lor financial assistance from Koshika Foundation, wi
(Hospital) hereby alfirm & accept following:

1} that wa nedher ars prasently nor will in fulure avall of fnancial assistance from anather NGO or any olher source, for the same patienlcose, o we ane
requesting 1o gel from Koshika Foundation, io the exlent that sush assstance (2 granted by Koshika Foundation, If the requasted assistance is not granted
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patient, is based on the arrangement betwesan the patient & the Hospiltal, and |s in ne way influenced by Koshika Foundation. Hencs, the Hospital will
gssiume sola & complala responsibiity of this treatmant & Ifs culcome & safety of the pefient, and Koshika Fourdstion will have no role or responsibility
in the matter,
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