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1) By affining my signature or thumbs imprassion on this Form, | (Applicant) heraby agree & aulhorise Koshika Foundation and if's Trustees to
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1] that we neither are presently nor will in future @vail of inancial assistance iem anothar NGO or any other source, for the same patienticass, as we are
requesting 1o get from Koshika Faundation, 1o the extent thal such assistance is granted by Koshika Founcdation. If ihe requested assistarce is nol granted
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assume s0le & complete mesponsibility of tha trestmant & s oulooms & safety of the patient, and Koahiks Foundation will have no role or responsibility
i th matter,
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