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1} By affixing my shonatere of thumb Impragsion on this Form, | (Applicent) hereby agree & sulhorisa Koshika Foundatlon and i's Trustess 1o
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By affixing hereunder, ssgnature of our Authorised Signatory for recommenging thes case/patient for inancial assistance [rom Koshika Foundation, we
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pssume sole & complnts responsislily of (he restment & (s oulcoms & safisty of the patienl, and Koshika Foundation will have no rols or respansibility
in the matior
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