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1) By affixing my slanature ar thumb impression on this Farm, |1 Applicant) hereby agree & authoriss Koshika Foundation and t's Trusiees to

Useipublishiput-upireproduce my rams, address, photo & detalls of the "purpose”, for which such assistance ls requestadigranted, through any
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By alfixing nereunder, signaiure of our Authorsad Sigriatory for recommending Ihls casalpalient for financlal azsisianca kem Koshiks Feundation, we
(Hospital) hereby. affin & accéepl following:
1) that we nsither ars prasanily nor will in fulsre avail of financis) esemtance from anctner NGO or sny ofber source, for the same patientieese, o5 we are
requesting io gzl Irom Kashika Foundaiicn, (o the nxlent that such assistance is granted by Koshika Foundation, If the requested assistancs s not granted
by Keshika Foundation, in part or in full, then fe Hospital reseries it's nght 1o meke up the shorfail from anather NGO or eny other source. This
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patlent, s based on he amangement betiveen the patient & the Hospidal, and s in no way influenced by Koshika Foundstion. Hence, the Hospital will

aggume sole & complels meponsibility of the freatment & it's cutcome & safety of the petient, and Koshika Foundation will have no moks o responsibility
in the mater.
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