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1) By affuang my signature or thumb impression on this Form, | (Apghcant) hereby agroe & autharise Koshika Foundation and if's Trustees to
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By affuing hereunder, signalum of our Authorsed Signatary lor recommanding this casalpatient for fnancial assistance from Koshika Foundabion, we
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1) that we naithar are presently nor will in futues ovad of Enoncial assiolonce from enothe: NGO or any other source, lot the sama palisnt'case, s we are
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nesume soke & complate raapoen|bility of the ireatmant & it's cutcome & safaly of the patient, and Koghika Foundation will have no role or responsibility
in the mattar.
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