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1) By affimp my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusices fo
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By affiung hereundar, signature of our Authorised Signatory lor recommending Ihis casafpalient for financial sssistance from Koshika Foundation, we
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pEsurte sole & complete responsibiity of the treatment & it's culcome & salety of the pallent, and Koshika Foundation will hawe no rola of responslbility
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