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1) By affung my sgnature or thumb impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundafion and it's Trusiees (o
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with the Trustees of Koshika Foundation. snd thalr deciskon is this regard will be final and acceplable o me.
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By aflixing hemsunder, signatune of our Authorsed Signatory for recommaending (his casa/patiant for inancial sasistance from Koshiin Foundalion, we
(Hospital) hersby afirm & accep! following:

1] thal wa neither sre presently not will i fulure svail of Ninancial sssistance from another NGO o any other source, for tha same pallent/case, os we B
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1) Tho assistance from Moghika Foundabon is only financial in nature. The chaice of the treatmentprocedure advised/oonductad by the Houpital on tha
patient, is based on the arrengesment between fhe patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hencs, the Hospital will
assuma sole & complate responeibility of the eatmant & il's oulcomo & safely of the patiant, and Koshike Foundation will hive no role of responsibility
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