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use/publishiput-uplreproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
medun, nckiding but not limited 1o verbal, print, edectronic, for soliciting donations for Koshika Foundation andlor disseminating information about if's
mmdﬁmn&s‘ychuaolwpholo&MmMMhmmeuwqumﬁdu'm'
for whach assistance is being requested.

2} | (Appicant) further agree that sny such use of my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted,
wil not automatically entitie me for receiving of continuing the said assistance. The decision Sor granting andlor continuing the assistance will rest sokely
with the Trusteos of Koshika Foundation, and their decision is this regacd will be final and acceptabie to me.

1) W W o vt sisd W we wee, § (oniew) Sl w9 e e w teifoe it s aee i * W) s wum € e 30
w, Wi abt W@ feaen v wve o odfes €, 8 Ceifre” e s, o, weae ot et B w@ s yeedornl @ fird falt Wt wa way
* yafts w0 € e sforge $1 2 wee W o H v @ v W g § e @ feg tuifn w2 v s st §

2) N (aicw) W oz @ e { e %0 9, g, 92 ok fere @ fe vosn € sl @ wida € ud e v W veor W v vE weE O
“sifien” wog 30 =sfird st fedy w3l wersd 9

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION : ; ’('brrn

witw € v W S W for }O:I—o]

AGREEMENT by HQSPITAL (¥wims 00 %11)

By atfixing hercundes, signature of our Aushorised Signatory for recommending this case/pationt for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept

1) that we neither are presently noe will in future avall of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
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assume solo & complete responsibility of the reatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsitility
i the matter.
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