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1) by affacing my signature o thumb impression on this Form, | (Appiicant) hareby agree 3 authorise Koshika Foundation and it's Trustees to
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By a%tong hereunder, signature of our Authorsed Signatory for recommending ihis caseipatient for financial assstance from Koshika Foundation, we
(Hospital) hereby affirm & accest following
1) that wo neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same palienticase, as we are
roguesting to got fom Koshika Foundaion, to ihe extent that such assistance is granted by Koshika Foundation. If the requested assistance s not granted
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patient, is based on the amangement between the patest & the Hospital, end is in no way influenced by Koshka Foundation. Hancs, the Hospital wit

gstume sole & complete responsdiity of the treetment & it's cutcome & safoty of the patient, and Koshika Foundation wit hive no foie or responsiity
in the matter
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