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1) By sMining my dignatute or thumb impression on ihis Form, | (Applicant) hereby sgres & sulhoriss Koshika Foundation and ir's Truslses 1o
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By alficng hereunder, sgnature of su Authorsed Sgnatory for recommaending this caselpatient for financial assisianpe from Koshika Foundation, wa
{Hospital) hereby affirm & accept following:
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patmnt, i based on the arangement betwean the patient & the Hosplial. and i in no way influenced by Kostika Foundation. Hance, the Hospital will
s salo & compiate resporsibiity of the teatmant & s cutcome & safsty of the patent, snd Koshike Foundation will hive no role of responssnility
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