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1) By affaing my signature or thumb imgression on this Form, | (Apsiicant) hareby sgree & authonse Koshika Foundation and I's Trusices o
uso/publahiput-upirepeoduca my name, address, pholo & dolails of the “purpcas”, for which such assistance is roquestedigranied, through any
medium, including bul nat kmitod 1o verbal, prinl, electronic, for soliciting donations for Koshia Foondation and/or disseminating informaton about it's
activites/achiovements. Such use of sy photo & detalls can be made by Koshia Foundation bofore o after my treatment o fulfiiment of the “purpose”
for which assistance Is being requesied
2) | (Appiicant) further agree that any such use of my name. address, photo & detalls of the “perpose”, for which such assistance is requesiodigranted,
will nct automatically entitio me for receiving or continuing the said assistance. The decision for granting and/or continuing the assastance will rest soiely
with the Trustoes of Koshika Foundation, and ther decmon 18 this regard will be fnal snd acceptable fo me
1) §E ST W A0 et W i W) e s, # (i) sl sl o YR v { o “wiflow wadtes ol e i oW g v f Ao,
v, w3 she W Pove wu wen W vifer £, 30 “wifion” o S, o3, wewm (et aeies ¢ w0 widivied s seefeed @ fird Seal o s e
¥ yufm wed ¥ fg e fr S gen wr feen 8 pea 8 vet @ ex § wrd F Sy Cslew el v R sfee b
2) & (soicw) W W T 5 S s, S, 982 ot feeer @ A wnes ¥ o 3w § 59 s Seew W peOr W W e WA ¥
*aifvm" gy Tee i W fels ol o weml v

APPLICANT'S SIONATURE OR LEFT THUME IMPRESSION

AGREEMENT by HOSPITAL (v=amm DU wT1)

By affxing hereunder, signatare of our Autherised Signatory for recommanding this casepatient for financial assistance from Koshika Foundahon, we
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1) that wa neither are presently nor will in Ruturo svail of Snancial assistance from ancther NGO o any olher source, for the same patient/case, 35 we are
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assume sole & compieln responsbility of the troatmant & It's outcome & safiety of the patient, and Kosthwka Foundation will have no tole or tesponsiility
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