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1) By-affixing my signature oc thumb impressian on this Form, | (Applicant) hereby spree & authorise Koshika Foundation and I's Trustaes 1o
use/publish/put-upireproduce my name, address, photo & details of the “purpose”. for which such assistance is requestad/granted, Ihrough any
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for which assistance is being reguesisd.

2) | (Applicant) further sgree that any such use of my name, address. photo & details of the “purpose”. for which such assisiancs is requestad!graniad,
will not sutematically entille me for recstvirg or continuing the sald assistarcs. The decision lor grenting andfor continuing iho essistance will resl solaly
with Ihe Trustees of Koshika Foundation, pnd their dacision is this regard will be final 2nd sceaptable ba me.

1) WU WS re e W e e, 3 (sdon) sl wedr o) g wen o o “sifem weim st g s "t s won f e o m
w, Wi sl W v g e o i @, e g, o, wevw g gt @ e iR i = 9 sl o we wem

W i w4 for st W re o e A v o el @ o d e @ fivg e wdet st &

R NCL R R R DR R R R R R R T T A R e e ———

“wiftw" v s Swfe w fely s sl s v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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By afiixing hereunder, signature of our Autharised Signalory for recommending this caselpatient for financial assistance from Koshika Foundabon, we
{Hospital) hereby affirm & accept following:

1] that we neither are presently nor will in future avail of finencial assistance from another NGO or any other source, for the same patient/case. os we ars
requesting to get from Koshika Foundation, to the axtent that such assisiance Is granted by Koshika Foundation. If the requested nesistance is not gramed
by Koshika Foundation, in part of In full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other sauros. This
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