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1) By affeing my signature or thumb imgression on this Form, | (Applicam) hereby agree & suthorize Koshiks Foundation and II's Trustees ko
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By affixing hessunder, signalura of our Authonsed Signatory for recommuending this case/patent for financial assistance from Koshika Foundation, we
{Hospital} hesaby affirm & accep! following:

1) thial we nesther are presently noe will in future availl of financial assistance from anather NGO or eny other source, Tor the sama patient/case, o8 we are
requeEimg to gel from Koshika Foundation, 1o the exient that such agsistance is granted by Koshika Foundation. i the requested assstance is not granted
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assume soke & complets responaibility of the treatmant & I1's ocutcome & safety of the pattent, 8nd Koshiks Foundation will have no rods or responaibility
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