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AGREEMENT by APPLICANT (smies gm =)
1) By afMuing my signalure or thumb impression on this Foerm, | (Applicant) hereby agras & authorise Koshika Foundation and it's Trusiees o
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By aMixing hivreundes, signature of our Authorised Signalory lor recommaending this casalpatiant for financial assistance from Koshika Foundation, we
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avsuma sole & complels responsibility of the treatmaent & i's outooma & safety of the patient, snd Koshika Foundation will have no role of responsibility
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