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1) By affxing my sgnature of thumb impression on this Form, | |Applicant) hereby agree & authorise Koshika Foundation and it's Trustess &
use/publsh/pul-upfreproduce my hame, Bddress, pholo & deteils of the “purpose”, for which such assistance is requesied/granted, through any

madium, including bul nol limied 1o verbal, pint, slecironic, for saliciling donations for Koshika Foundation andior disseminaling information about t's ©
actvilies/achievements. Such use of my photo & details can be made by Koshika Founganion before or after my treatment or fulfiiment of the “purpose”
for which sssisinnce is being roquesiod.

211 [Applcant) furthar agres thal any such use of my name, address, photo & detaits of the “purpesa”, for which such assistance is requesiadigrantad,
will nol aulomatically oniitie me for recoiving o continuing the said sssistance. The decision for granting andfor confinuing the nssmtanco will rost solaly
with the Trustess of Koshika Foundation, and thaeir decision s this regard will bo final and acceplable o me

1) W T W A TERE W SR S e s § () S Wi S e s | W Csifrs et s o i T ow sfeg wm o feod o,
wm, i s A s g gey A e §, R el e s, o, wewe Qe TeRe o ol i s il ¥ fivd S o gem e

W vl Wt % fom oo &) AT we W e St opera 8 e w o 2wt o P Ve e sl e b

1) A (avbow) T W oW § B S0 aw, v, ok ol fee o o o et W e & g s aeen W seor e e i

e e ToR afed w fdy o sl wemd v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
W ¥ T W A e P

AGREEMENT by HOSPITAL (wewmm Tml %00}

By sffixing hereundar, signatune of our Authorised Signatory for recommending this casa/patiant for financial assistance from Koshika Foundstion. we
(Hospiial) horeby affirm & acoept following:

1) thal we neithar are prasently nor will In fulure avall of financial assistance from another NGO ot any other source, for the same patisnticass, a3 we are
requasiing 1o gol from Koshika Foundation, 1o the sxtent that such assistance is granied by Koshika Foundation. if the requested assistanos s not granted
by Koshika Foundasson, in part o in full, then the Hospital reserves it's nght o meke up the shortfall irom another NGO or sny other source: This
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Essume sole & complete responsibility of the reatment & s outcoma & salety of tha patient, and Koshika Foundation will have no rode or responsibllity
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