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1) By affieng my signature of thumb impression on this Foem, | (Applicant) herety agroe & authorise Moshika Foundation and s Trustoes to
use/publish/put-upreproduce my name, address, sholo & detads of the “purpose”, for which such assisisnce is requesiedigranted. through any
madiim, including but not limited te verbal, print. slectronic, lor soliciting donations for Koshilka Foundation and/or disseminating Infarmation abaut it's

acthviesinchinvemente. Such use of my photo & details can be mado by Koshika Foundation befone or after my reatment o fulfimend of ihe “purpose”
for which assisiance ks bolng requested

2) 1 (Applicant) furthes agree that any such use of my name, address, phols & detaily of the “purpose”, for which such assletancs |s requastad/pranted,
will not sitomatically enlithe mo for reteiving or continuing the said saistance. The decision lor granting antfor continulng the sssistsnce will reyt sololy
with tha Trusiesn of Koshike Foundation, and fhair deciiion is this regard will ba final and accepiable W me.

1) T U W A e W e W wn ae, § (spiee) o s o i e § o st st o e il * Wt sfen w { B S0 T,
war, W wiw of e w e F vl @ wie Wl e e, e gat gt o i witn peieed o fos fws o e wrem

© i w7t 3 f s B8 v o e @ e ¥ W @ et § w8 B e wrimt w ol wfe

2) & (owiew) v owm 0w f e odw =m, w9 ol e o fe s st § wfi § gl o s wowee 0 e w o d

e e ¥ Sl i Pl B 3w ~

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
=igs & vaw w W w e

e

i !

AGREEMENT by HOSPITAL (vm o0 w01

By affixing hereunder, signature of our Authadised Signalory Tor rectimmianding this cass/pation! for inancinl oesistsnce rom Koshika Fourdation, we
(Hospial) hersby affirm: & accept fa

1) thut wo neithes toe presedtly nir will in futurm svall of financial aaslstance from anothe: NGO or gny other soutce, for the gome patienticoss, se we are
rlmmhqmmmurm to the extent nat such assistance i granted by Koshika Foundation, If the equested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospital resarves IUs right in makes up the shortfall from another NGO or any olher source. This
canfirmation essentinlly stales that ihe Hospital will not sveil any duplicate sssistance for the same patlent/casa from any other NGO or sny other source.
2) The asstsiance from Koshiks Foundation bs anly fnancial in pature. The choles of the reaimenl/procedure advisadiconducied by tha Hospltal on the
patient, iz besed on the amingsment betwesn the patient & the Hospital, and s in ho way influsnced by Koshike Foundation. Hence, the Hospital will

assume sols & complats responsibility of (he treatment & IU's aultome L siufety of the patier, gnd Koshika Foundalion w@ have o role o responsibility
it the matier

vt afiege wened o e @ ok w *wifes wieabe® @ el s vy R o a8, B e oo frer g 0 e wiben wnt

1) Wy e 5 9 winey ol 7Vt wfioer o fufie opem el i el e feE e wi e i F o w | o, 3 e v “eifew ool

8 firsfn it o % wo 4 s et oo e o I b o Csiew et o e el sfewen e W e e bk Ew
e v ot e w et s v e w st wie e o e 4 e v o b I s e s e Ot i el

* ool wven w fewl s we W o S

2. “wifrmn wrrdes” 2 o = e Sw el vl @ S o v oo @ of T @ e vt TrlEn = o o

¥ @ = fevs b oSS e oo Tl s W wd oo =) ) ol e d O @ e e ol o wE & Wl el O of v

o wedt e it o w HHMHIII###M

L 2,
\.\; ns:mammmmc& f ]
/  wivgh  fo e
S Mr LAKSHMIPATHI N
- . Sauiur Hanagnr
of Dr. & Regn. No. with Signatary
Q—&[”flﬁ M;mmmmiﬁs:mm . ;
g FOR INTERNAL USE of KOSHIKA FOUNDATION Mlﬂn 1B ﬂlﬂ’lﬂ E’fﬂ LW
SIGNATURE of TRUSTEE 1
=l T | " ol w2

JeNE




