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1) By affixing my signature or thumb impression on this Form, | |Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
use/publish/pul-iplitepeoduce my name, address. phoio & detalis of the *purpose”. for which such aspistance is requastedigranted, through any
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By allidng hemunder, signature of our Authoriesd Signatory for recommanding this case/patiant for inancial assistance from Koshika Foundalion, wa
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1} thet we neither are presendly nor will in future avail of finencial assistance from ancther RGO or any clher sburce, for the sume pabent/case, Bs we are
raquesing to get from Koshiks Foundation, to thve axtent Ihat such assistance s grantad by Koshika Foundation. If the requested assistanca is not grantod
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patiant, is based on the arengsment between the patient & the Hospital, and is In no way Influenced by Koshike Foundation. Hence, the Hospitad will
pssume sole & complele responsibliily of the treatment & Ii's oulcoms & salely of the patient, and Koshiks Foundation will have na role or responsibliity

in the matter
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