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1] By affiing my signature or thumb imprassion on this Form, | (Applicant) heraby agrea & authorise Koshika Foundation and It's Trustees Io
use/publishipul-upfreproduca my name; address, phote & details of the "pupose”, for which such assistancs is requestedigranted, through any
madiumm, including bul not limited 1o verbal, print, elactronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

acllvities/achisvaments. Such use of my pholo & details can be miade by Koshiks Foundalion balore or afler my treatment or fulfiiment of the "purpose”
for which asslsianos is being réqguestad. '

2} | [Applicant) further agres thal any such use of my name, address, photo & datalls of the *purposs”, for which such assistance is requasted granted,
wihl nol aulomatically enlitle me for receiving or continuing [he said assistance. The decision for granting andior confinuing the assistance will rest salely
wilh the Trustees of Keshika Foundation, and their decision Is this regard will ba final &nd acceptable lo me.

1) ¥R W ST TR W S W e e, o (i) el weio e wim f o Cwife wdne o wek i o sifogs won s o am,
wm, i st 9 faam ww vm F dife 4, 78 “ife" o sl o, S gt aetv @ ol i ot st & e T o) s e

# wi W w fiag sfiem # A we W e St ® e @ a3 SE R fan Ui wmEt = afege )

2} & (oriw) ve R wem o f g0 A, o, W ol e o TR wemen § v o wite & 55 e v = v ) w0 ey o

" T Al W i s s e g
@

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AGREEMENT by HOSPITAL (st @0 wa1)

SR T W S e

By affixing hereunder, signature of our Authorised Sigratory for recommending ihis casa/patient for financlal assistance from Keshika Foundation, we
(Haspital) hereby affirm & accapt following:

1] that we neither are prasenily nor will in future avail of financial assistance from another NGO orany tther source, for the same patient'case, as we are
requesling (o get from Kashika Foundation, to the oxient that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Keshika Foundation, in gt or i full, then the Hospital nasarves it's right to make up the shortfall from anather NGO or gny other source. This
confirmation sssantisfy ststes thal the Hospital will nol avail any duplicate assistance for the same pafient/case from any other NGO or any ather sourca.
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patienl, is basad on the arangement betwesn the patlent & the Hospétal, and fs In no way influenced by Koshika Foundation. Hencs, thia Hospital will
assume sole & complote responsibiity of the traatreant & s oulcoms & safely of the patient, and Keshika Foundation will heve no rolé or responstbility
in the maller,
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