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1} By affixing my signalure or fhumb impression on this Form, | (Applicant] hareby agree & aulhorise Koshika Foundation and i's Trustees o
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By afflxing hereunder, signature of our Autharised Signatory for recommending this casefpatient for inancial assistance from Koshika Foundation, we
{Hospital) hareby affirm & accept following:

1) ihat we neither are presently nor will kn future avall of financial pesisiance from another NGO or sy other source, for the same patienticase, a5 we are
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assume sole & complels responsibility of the treaimeni & i's outcome & salety of ihe patienl, and Koshlka Foundation will have no rale o sesponsibibty
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