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111 by conliem thal ol detas in this Form are Trus 1o the bost of my knowiedge. Any false statament will render my Agphication & ongaing assistance, f any,
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1) By affixing my signature or thumb impression on this Form, | (Applicant) heteby agree & outhorise Koshika Foundation and ifs Trosiees Lo
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By dffiming hervubder, sighnture of our Authanssd Skgnatdry for dcommanding (his case/pationt for inancial Essistance lrom Koshiks Foundation. we
(Haspial) heretry affirm & acopp! follcwing:
1) that wes nedthe we presently o will in fulure avall of linancial assistance from another NGO or any other source, lor the same pstisntcass, nd we are
requesting o get fom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested essstance is nol granted
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aRsume soly & complete respormibility of the treatment & IU's oulcome & safety of the patient, and Koshika Foundatlon will have no role or respansibility
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