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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to
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2)The assistance from Koshika Foundation is only financial in nature The choice oI the treatmenuprocedure advised/conducted bY the Hospital on lhe

patient, is based on the arrangem ent behveen the Pa tient & the Hospital and is in no way innuenced by Koshika Foundation. H€nce, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the Patient and Kosh ika Foundati on will have no role or responsibility

in the ma(er.
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