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1) | hereby gonfirm that all details in this Form sre True 1o fhe best of my knowiedge. Any false statemant will render my Application & angoing assistance, i any,
labie for rejechon/cancellation. )
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1) By effiung my signatuze ar thormb impression on this Form, | {Applicant) hereny agree 8 authorise Koshika Foundation and it's Trustess to
use/publshipu-Upireproduce my fame, address, pholo & details of Ihe “purpose”, for which such assistance is requested/granted, through any
e, neiding but not lmited 1o verbal, print, electranic, for solicitihg donations for Koshika Foundation andlor disseminafing Information abgut it's
actvities/nchievaments Such use of my photo & detsits can be made by Koshika Foundation before or after my treatmaent or fulliiment of the “purpose”
for which sssislance s belag reguesied.

21 | (Applicant) furiner agree that amy such use of my name, address, phalo & details of the “purpose’, for which such assislance is requesiedigranied,
will not aulomatiosly snlitle me for receiving or continuing the said assistance. The decision far granting-andfor continuing he assistence will rest solefy
with the Trustees of Koshika Foundation, and thair decision s thig regard will ba final and scceplable lo me

L] T W WS e WshE =t e 8 (andes) cend wenfe o gfe wm o o s eniee s e il 7w aifEE s s e am,
N, W s S o e o Bt Ceifee o e, wE, T g Tt o gt niseel o soefard @ e feet ot wem o

® yafe s % Py sfoen § 6 TR oW T oW W 0w ¥ v e Cwifow e a e afiep b

) & (srres) woowm @ meow f e oA v, v st e = oo ® wgvdl A fidn & o v w1 w0 T w0 6 e

“ sivrw " vEE e iwG = e S s auesnt g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
sew ® e W S W B

AGREEMENT by HOSPITAL (WHMH §F1 %)

By afiining fereunder. sigralure of our Authorsed Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
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1) thiat we nisither ars presenily nos will i Tulure svall of fnencial essistance from another NGO or 2ny other saurca, for the same patkenl’cese, a5 we ang
requesting 1o get from Koshika Foundation, to the estent that such assistance Is granted by Koshika Foundation. if ihe requested assistance Is not granted
by Koshika Foundalion, i part or in full, then the Hospital reseeves il's righl 1o make 'up the shortfall from another NGO or any other source This
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