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1) By affixing my signature or thumb impresslon on this Form, | [Applicant) hetaby agree & authprise Koshika Foundatlon and il's Truzlesas 1o
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By atfixing hereunder, slgnature of our Aulharised Signatary for recammending this cese/patient for fingncial agsislance from Koshik: Faurdation, we
{Hospital) heraby affirm & sccept lollowing:
1) thal we neither are presently nor will in fulyre svall of Tinpncisl assistance from anciher NGO or any other source, for (he s&me palient/cass, as wo ot
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pufiant, s based on the smmngement between the patiant & the Hospital, and is in no way influencad by Koshika Foundation. Hence, Ihe Hospital will
pssume sals & complate responaibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respangiblity
in ne mattar.
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