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1) By affixing my signatura or thumb imprassion on this Form, | {Agplicant) hereby agrea B aulhorise Koshike Fourdatien and it's Truslees 1o
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By affising hereunder, signature of our Authorised Signatory for recommending this cazelpalien] lor financial assistance from Koshiks Fruared ation, we
(Hospial ) hereby affirm & sccep .

1) that we neither are presentty nor will in future avail of financial assistance from another NGO or any other source, for the same patient/'case, as we are
requesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Kioshika Foundation, in part of in full, then the Hospital reserves is right 1o make up the shortfall from another NGO or any ofher source, Thin
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ﬁ;u:m:ﬂnh & compiete responsitdity of the treatment & I's oulcome & safely of the patient, and Koshika Foundafion will have 1o rode or responsibiily
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