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1) By affixing my signature or thumts impression on this Farm, | {Appficant) hereby agree & aulhorise Koshike Foundation and it's Trustees to
supfraprroduce my namo, address, pholo & detally of the “purpese”, for wiich such assistance is requested/granted, through any
midium, including but not limited o verbal, prind, elestronie, for soliclfing @onations for Koshika Foundation and/or disseminating information about il's
acivithesfachiovements. Such usa of my phota & dotails can be mada by Koshika Foundation before or aftor my Lreatmant or fulfliment of the "purpose”
for which assintance s beng equested.
2) 1 (Applicant) further agres thal any such use of my nome, address, phota & delals of the "purposs”, for which such aseisiance s requesiadigranted,
will not automatically entille mo for mceiving of conBnding the sald sssisience. The deciskn for granting andfor continuing the sssistance will rest sololy
with the Trustess of Koshia Foundstion, and thelr daclsion I5 s regard will be fnal and acceptable 1o me,

1) W W NS gwma w ek o o eme, A (smiew) el wendh o gie e f of “wifee ude b amd el ¢ wd oo wow of At o,
o, it oty o fomeen on e of i B cnd) i e s, g, grenn gt gty o o il sy senfieef o fird Sl o e e

W s vt ¥ foe oo ) 5% v w e S e R w ot w # f Caifew wede w s st 6

2) 4 (s W= @ wrn {0 o, v, sl e W & wnon o age @ wfde § o s e W ve 9 v ow e

“udfipr* v et =fied w Bely ofim s wermd v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;
sdw @ pEne W A s

AGREEMENT by HUSPITAL (wim® o0 %)

By affluing hureundsr, signature of our Authorised Sknatery for recomminding this casalpatlent for finnnciel esslniance from Koshika Foundation, we
{Hospital) hereby &firm & accept following:

1) thal we nelthar ase presantly ner will In uluee avall of Tnanclal osslslance frem analhar NGO or any ciher source, for the same palientcase, as we are
requasting o get from Koshika Foundation, to the extont that such assisiance i granted by Hoshika Foundation. If the requested assistance is not granted
by Koshika Foundsbon, in part or in full, than the Heapital roservos it's right 1o make up the shortfall from anciher NGO of any other source, This
confirmiation essentally states thal the Hoaplisl will nol avall any duplicate assistonce for the same patient/case from any other NGO or any ofher soune.
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