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1) By atfoong my signalune ar Wumb impresmon on this Form, | (Applicant) haraby agree & puthonse Koshika Foundation and it's Trasiees 1o

usefpyublsh/pul-uplreproduce my name, address, pholo & details of the “purposa”, lor which such assisiance &5 requested/graniad, through any

medium, inciuding bt net limilnd to varbal, print, slecironic, fof soliciting donstions for Koghika Foundation and/or disgominating information about it's

actmtiesfachevements. Such use of my phole & details can be mades by Kostika Foundation belors or afler my trestment os fulfilment of the “purposa”

fior which assistance (4 being requesied.

2| (Appiicant) further agree that any such use of my name, sddress, photo & details of the “purposa”, lor which such assistenoe s rogwsted/granted.

wiil not sutomatioally entithe me for recoiving o conlinuing the said assisiance. The decision for granting endior continuing the assistance will rest solely

with the Trusieos of Koshika Foundation, and thelt decsson is his regerd will be final and acceptalie 1o me,

|) T T WS T WS W u Ae, § (AR sl wel SO e o i wEte s 3ee i T w sfep s o oG e
o, W s faw e i E, T8 e om S, €, weww (H T T i s e % i e <) v e

% s wrd % fom sfewn & 7 v ow fee opTe 6 W ow W owed o T et Wi 8 A e b

2) 8 (ambow) we w0 uen f fe oy wm, om, wie siie feare o fir e & gt 9 wite & g e s w v e e iy o

“wiw" T I S w Bl s s seeed i)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
e € o W s W P

by HOSPITAL (weme pm o)

By affixing hersundsr, signalure of our Authonsed Signatory for recommanding his casa/patien| for financia! assistance from Koshika Foundalion, we
(Hespitad) henaty affirm & accept following:

1) thal w= neither ar= presently nor will i future avall of financial essistance fam anclher NGO or any offer saurce, for the same patieni/case, as we are
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