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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshiks Foundation and I('s Trustsss o
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1) that we nellher are prasently nar will In fulure avill of inanclal assistance from another NGO or any other source, for the same patient/case, as wo are
requesting to ge! from Koshika Frundation, Lo the extont that such assislancs Is granted by Koshika Foundation. If the requested assistancs is not granted
by Koshika Foundation, In part o in full, then the Hospital reserves It's right 1o make up the shartfall from anather NGO or sny other scurce. This
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in the matter.
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