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1) By affixing my signature or thumb impression on this Form, | {Applicant) heraby agres & authorise Koshika Foundation and ii's Trustess m
usa/publish/pul-uprepraduce my name, address, pholo & detsiis of the “purposs”, for which such assistance |8 requesiedgranied, through any
medium, Including bul not Imited lo verbal, print, electronic, for sollciting donations for Kashika Foundation andler disseminaling infarmation abaut It's
activitiesfachisvements. Such use of my pholo & delails can be made by Koshike Foundation bafore or after my treatment or fulfiiment of tha “purposa”™
{or which assisiance |s being requested.

2) | |Applicant) furthar agree that any such use of my name, sddress, pholo & detais of the "purpose’, for which such assislance is rRguestad/granted,

will pot sutomatically entite me for receiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rast salaly
wilh the Trustees of Kashika Foundation, and thair decigion |s this regard will be linal and acceptable to me,

1) ¥R T T T RN W S W1 e, § () s weei w1 gie v o w Cwifien weges S e wmie T W s won € f o,
o, W W faw o ows f wive #, 5 i g s, o, uree gt apive @ o ol s Swefeed F T el 6w e

# watn we % f s 4 S v w fove % T R W W w8 W © f st st T e s

1) 4 (mmiow) o W wemn f e T A, om, vl sl fieew W e oo s e @ ofils §ogf e oew st owen o e W gy |

“asifve ™ way 3w il W P aifm sy wressd dem)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T F FEE W S W e

v R
W

AGREEMENT by HOSPITAL (wsmm §im 10)

By aflizing hereunder, signalure of our Authorised Signatory for recommending this case/patiant for financinl assistance from Hoshika Foundation, we
(Hospital) heraby affirm & accept following:

1] thal wa neithar ans presently nor will in future svall of financial assistance from another NGO or any other source, for the sama pallenticase, as we are
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assume sole & complate responeibility af tha restmant & It's outcome & safety of the patient, snd Koshika Foundation will have no role o responsitiity
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