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1) By afMxing my signature or thumb impresskon on this Form, | (Applicant) hereby agros & authoriss Koshika Foundation and it's Trusiees to
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By affixing Hereunder, signature of our Authorised Signatory for recsmmending this case/patient for finencinl sssiziance from Moshika Foundation, we
(Hospital) hersby affirm & accep! tolkowing:
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patient, is based on the arrangement betwesn the patlent & the Hospitel. and is In no way influanced by Koshika Foundation. Hence, the Hospital will
ssume solo & complate respongibiity of the treatment & it's outcore & safety of ihe patient. and Koshiles Foundetion will have no role or responsibifity
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