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1) By affming my signature or thum impression on this Form, | (Applican) hereby agree & authoriss Koshika Foundation and if's Trostees Io
use/publish/pul-upireproduce my name, address, photo & delails of ihe “purposa”, for which such assistance is requestedigranted, through any
medium, inchuding bul not limited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul i's
activilles/achiovoments. Such use of my photo & details can bo made by Koshika Foundation befars or aftor my trastment or fulliment of the “purposs’
for which sssistance ks being requesiad.

2) | (Applicarit) further agres that any such use ol my name, addross, photo & datalls of the "purpose”, tor which such assistancs |s requesiad/grnted,
wiil nol automatically entitle me for receiving or continuing the said assistance. The decksion for granfing ant/or continuing the sssistance will resl solaty
with the Truslees of Koahia Foundalion, and thalr deciskon |s this regard will be final and acceptable o me.

1) W wey o weer w s w ww e, (emiow) st ety o e won f o “wifiew wette she ek g " wt st won f fw e v,
v, W el e g aw F sifer 4, 9 i g s, v, wew g gt 8 @ R st cefeed @ B fed @ s e

% yafte w7 % firg i &1 9t e ) fem 4t v ® w w8 wed ¥ fon “sifew wedm” 5 i e b

2) 4 (sview) W oW W wewn G e, v, o she e o B o w ated 0wt # 2 v e W ovem W v e 4

"wifwn” g et sfad W frfy o o eoeed

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
s ® vomw W W w fee

AGREEMENT by HOSPITAL (w=wmn §m w1)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hospitet) hersby affirm & accept following:

1) that we neithar ars presantly nor will in fulure avall of inancial ssskstance from another NGO or any other source, for the same pationi‘cass, as we are
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