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1) By nffixing my sigraiure or thumb impression on this Form, | [Applicant) hereby ogres & suthorise Koshika Foundation and it's Trusteas to

use/publlshpul-upireprodute my nane, address, pholo & detsils of the *purpose”, Tor whish such assistance Is requestedigranted, through any
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with the Trusioes of Hoshika Foundation, and their decision ig this regard will be final and acoaptable to me.
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By affixing hersunder, signatura of our Authorised Signalory for recommanding this case/patient for financial assistancs from Koshika Foundstion, we
{Hospital) heretry affirm & accept following:
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patlant, | based on the afrangement between the patlent & the Hospltal, and Is n no way influenced by Koshika Foundation, Hence, the Hospital will

assume sole & complate responsibility of the reatmant & IUs oulcoms & safaty of the patisnt, snd Koshike Foundation will have no rola of responsibility
ir the matier,
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