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1) By affixing my signature or thumb Impression on this Form, | (Appicant) heraby agree & muthorsa Koshika Foundation and s Trusteos 1o
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By affizing hersundar, signature of our Autharised Signatory for recommanding ths casae/patient lor financisl assistance lrom Koshika Foundation, we
{Hospital) hereby affirm & acoept follawing:

1) that we nesthar are presently nod will in future avall of financial sssistance from another NGO of any olher source, for the same pabent/cass, s we s/
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gssums sole & complete responaibilily of the treptmant & U's outcome & safety of the patienl. and Koshika Foundation will hive ng noke or responsibility
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