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1) By allixing my signalure or thumb impression on this Farm, | (Applicant) heraby agree & authorise Koshika Foundation and It's Trustess 1o
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By affixing hereunder, sigralure of our Authorised Signatosy for recommending this cese/patiend for financial assistance from Koshika Foundation, we
{Haspital) heraby affirm & accept folowing:

1) thist we naither ars presently not will in huture avall of financisl assistancs from another NGO or any other 8ource, for the same patienticase, ne we ame
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confirmation sssentially states that the Hospital will not avail any duplicals assistance lor the same patient/case from-any other NGO or any ather source
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aasums solg & complsis responsinility of the freatmant & it's sutcome & safaly of the patient, Gnd Koshika Foundation will have no mia or respaneibiity
in the matter
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