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1) By affixing my signalure ar thumb impiession on this Form, | (Applicant) hereby agree & suthorse Koshli Foundation and itU's Trusiess 1o
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By affining hersunder, ssgnature of our Authorsed Signatory %o recommending this case/patient for financial asaistance from Koshika Foundation, we
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1) thal we nedher are prasently nor will in future svadl of financial assistance from snother NGO or any other saurce, for ths same patient'cass, as we and
requesiing to gel from Keshiks Foundation, 1o the extent that such assistance (s granted by Koshika Foundabion, If the requesied assissancos (s nol grantod
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2) The asaisiance lrom Koshika Foundation is only financial in nature. The chaice of the trestmentprocedure advised/conducted by the Hospétal on the
patient, is based on the amangamant between the patient & the Hoaplial and is in no way influenced by Koshika Foundation, Hence, the Hospital will
meaume sole & complete responsibility of the treatment & s cutcomo & safety of the patient. and Koshika Foundation will kave no rols or responsibility
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