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1) By afling my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and if's Trustees lo
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2) Ther assistance from Koshika Foundation (s anly financial in nature. The choice of the treaiment/procedure advisediconducied by the Hospital on the
patient, is based on the arrangement between tha patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
pssume solis & complete responslbliity of the treaiment & it's cutcoms & safety of the patient, and Koshiks Foundation will have no role or responsibiity
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