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1) By affixing my signature or thumb imprassion on this Form, | (Applicant) bareby agree & suthorise Keshiks Foundation and it's Trustees 1o
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By affixing hereunder, signature of our Authorisad Signalory lor recommending this case/patient for financial assistance fram Keshika Founastion, we
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1) thit we neefiner ara presantly noe will in future avel of Ninancial assistance from anpther NGO or any olhor source, Tor the same patienticase, ms we are
refuesting Lo get from Koshika Fourdation, to the extint that such assissance is grantod by Keshika Foundation. If the requested assistance is nal granted
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Eifuma soie & complete responsibilily of the treatment & it's outcoms & safety of the patient, und Koshika Foundation will have no role or responsiblity
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