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1} By aflicing my signature or thumb impression on (his Form, | (Applicant) hereby agree & authorise Keshika Foundation and It's Trusiees o
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By aflwing horounder, mgnature of our Authoriaed Signatory fir recommanding hin casa/pationt for financial assistance from Moshika Foundnfion, we
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1) that we naither ore presently nor will in future ovail of financial assistance from anothisr NGO of any other aoufcs, 1o the same pallenticase, as we are
reguibking Lo gel lrom Koshika Foundalion, o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves I's nght to make up the shortfsll rom anolher NGO o any olher source. This
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patien, is bassd on the srangement belwaeen the patient & the Hospltal, and is In no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the lreatment & it's outcome & safety of the pationt, and Koshika Foundition will have no role or responsibility
in the matier.
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