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1) By aflixing my signalute or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshika Foundation and it's Trustees to
use/publish/put-upireproduce my name, addross, photo & detsils of the *purpose”, for which Such assislance is requested/granted, through any
medium, Inciiding bul net limited (o verbal, print, electronic, for soiiciing donations for Koshika Foundation andior disgaminating Informafion about il's
sclivilesiachievemants. Such use of my pholo & detalls can be made by Koshika Foundition betore or after my treatment or fullliment of the “purposs”
for which assistance is being requested.

2} | {Applicant) futther agree that any such usa of my name, address, phata & detalls of the "purpose”, lor which such assistance is requested/granted,
will nat automatically entitle me for recelving or continuing the said assistance. The decision for granling andior confinuing the assistance will rest solely
with the Trustees of Kashika Fourdation, and (heir decision is this regard witl ba linal and acceptabie to ma

maw mmwmmmm.ﬂmﬁ:mmm#wm{u*mmmmw*ﬁmmthﬂam.
w.u’mﬂn:ﬁﬁr-mlumﬁuhﬁai.arﬂ“ﬁm"mw.ﬂa,mﬂmwmﬂgﬁmﬁmm#ﬁqihﬁﬁmm
ﬂwﬂhwﬁihwﬁninﬂimwﬁmﬂtmiwﬁwmﬂﬂiﬂm‘ﬁﬁmm“nmmil
zjﬂI.Btrl'm#;rmm#mtfﬂiﬂum,w.ﬂda&IMihmmﬂx{%ﬂﬂmigim:mmmmmmm#

“wifarat" e v =it w fde sy sty e gm0

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s 3 gEneT W siqd W Pam

AGREEMENT by HOSPITAL (wemiE g www)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial asslstance from Koshika Foundation, we
(Hospitai) hereby affirm & accept faliowing;

1) that we nalther ara presenlly nor will in future avail of financial assistance from another NGO or any other source, for the same patisnticase, a5 we are
requesting lo gel rom Koshika Foundation, to the exient that such assistance s granted by Koshika Foundatlon. I the requisied assistance Is not grantad
by Koshika Foundation, in part or In full, then fhe Hospital reserves it's right to make up the shortfall fram ancther NGO or any other source. This
confirmallon essentially states that the Hospital will net avall any duplicate assistance for the sama patientcase from any other NGO or any other source,
2) The assislance from Koshika Foundation is only financial in nature. The choice of the Lreatment/procedure advised/conducted by the Hospital on the
patient, (s kased on the arsngement batwesn the patient & the Hogpital. and I8 In no way Influenced by Koshikn Foundation. Hence. the Howpital will

assume soks & complote responsibility of the treatment & (s aulcoma A sataty of the pattent, and Koshika Foundation will have na rofe or responsibiity
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