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1) By alMuing my signature or thumb impression on this Form, | (Appllcant) hereby agree & authorise Koshlkas Foundalion and IU's Trustess o
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By affiming hereunder, signaluie of our Authordsed Signalory for recommeniding this case/patent for financial assistance from Koshiks Foundation, we
(Hospital) hereby afflrm & accept following:

1) thol we nedhor are presently nor will in future swsil of finencigl sssistanos from ancther NGO or any other source, for the same patisnt'case, as we s
requesting o gel from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundation. If Ihe requested assistance (s not granied
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patkenl, is based on the srangement between the patient & the Hospital, and Is In no way InBusnced by Koshika Foundation. Hence, the Hospital will
pesuma sole & compiete responyibility of the treatmant & s outcome & safety of the patlent. and Koshika Foundation will have no role or responsibility
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