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1) By affiing my signatite or thumb impression on this Form, | (Applicant) heroby agree & suthorise Koshika Foundation &nd If's Trustees in
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1) that we neldhe: are presently nos will in futzre avall of financlel assistance from snother NGO or any olher source, for the same pationtcass, as we are
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patient. |8 besad on the srrangeman! between the petienl & the Hospital, and |8 in no way influsnced by Koshika Foundation. Henca, the Hospital will
assume sole & complole responsibliily of tha treatment & it's oulcome A& safely of the patient, and Koshike Foundalion will have no role or responsiblity
in the matter.
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