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1) Ly affiing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshias Founcation and it's Trustees to

uso publishiput-up/ireproduce my name, address, photo & detals of the “purpose”, for whach such assistance is requested/granted, through any

mocum, inclding but not limied 10 verbad, print, esectronic, for seliciting donations for Koshika Foundation andior disseminating information about it's

aclivdes/acrsevemonts. Such e of my photo & delais can be made by Koshika Founcation before or aftor my treatment oc fufiiment of the “purpase”

for wiseh assstance s being roquesied,

21 | (Applicant) furiher agree thal amy such use of my name. addross, phote & dotals of the “purpose”, for which such assisiance is requestod/granted,

il Not automatically entitlo ma 1o rocoiving of continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trussees of Koshia Foundation. and ther dotision 1 this regard will be Tinal ana pcceptable o me

1) M ST St v gt W aE ) wre wewe, € (svbew) wvd wen@ ot Y wm oY Ceifow wrtym ol vee it t W sfege won o um,
wo. o s @ fesrn g wve o i 8, e i T L oF, W gEL agtTe @ Siffed st el € fint fas @ wm wam

& swfty wrt ¥ f s 1 R T fee ¥ peww o Tl @ ot % wrd € S Ceifow wder” v e st b

2) 2 (ovker) T W 2 v f 06 20 T, w9 ot e @ e e § It W wie | o e e W veor W v w o

~sfre” g e sied w fefe afim o wewl B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
smics ¥ et W W W s

AGREEMENT by HOSPITAL (ywm™ pu w1%)
By affxing hersundar, signature of our Authorised Signalory for recommending this case/patient for fimancial assistance from Koshika Foundation, we
(Hospital} heretry affirm & accept following:
1) hat we neither are presently nor will in future avail of financial assistance from andther NGO or any oihar source, for the same pationtcase, as we are
regussting 1o get from Koshika Fogndation, 1o the extent that such assiatance is geanted by Koshia Foundation. If the reguenied assistance is nol granted
by Kashika Founcation, in part or In full, than the Hospital reserves IT's rght 1o make up e shortiall Iram another NGO ¢« any other source This
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assume sole & complete responsibilty of the treatment & i's ocutcome & safety of e patent, and Koshika Foundation will have no role of responsidity
In the matter.
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