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1} By alfizing my wgrature of Unumb lmpression on this Form, | (Applicant) hersby agres & authorisa Koshica Founcation and It's Trustees to
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By ollixing herounder, ure of our Authovised Signalory for recommending (s casapatient for financial sssistances from Koshika Foundation, we
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pateny, is based on the arrangement between the padient & the Hospital, end Is in no way influenced by Koshika Foundation. Hence, the Hocpital wil
pszume sole & complele respensibility of the beatment & it's cutcome & saliety of the patient, and Kaeshika Foundation will have no role or responsibiiity
in the matter.
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