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1) By aftilng my slgnature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshlka Foundstion and i's Truslees 1o

e publlsh put-up/repraduce my name, addiess, pholo & detalls of the “purposa”, or which such sssistance is reguestodigranted, through any

medium, inciiding out not limited 10 verbal, print, edectronic, for soliciting donations for Koshika Foundation andlor disseminating information about It's

activitieslachievements. Such use of my photn & detalls can b made by Koshika Foundation before or after my treaiment or fulfiment of the “purpose”
lor which assistance & being requesbed.

211 {Applican) further agree that any such use of my name, address, pholo & details of tha "purpose”, for which such ssaistance is requestedgranted,
will nat automatically enitle me for recalving or continbing the sakd sssislance  The dectsion for granting and/or eantiruing the assistance will rest solely
with Ihe Trusizes of Koshika Foundation, and thalr decision is this regard will ba final and scceptable 1o me.

1) TR W9 W e W s s w wwr, f (amiew) s wnin w1 gie s o Cwiften st o Tl i s sfieg won f e oo,
war, wid sk Wt S ge e o i &, w9t e oy S, e, weE et gt @ owE) ofvfeted o avefee & T e @ e o

7 witn w0 % fom sfege 41 7 v w0 fawe 6 pE ¥ e o § v W P Cwifiee wedeet w e wfese b

2) A (s W oW @ e Rt am, w2 o e o S mewn & aoivd @ ol @ ood v wemm w0 w0 oS om owe o

“wifin " T de =t Py sfm sl e Fom

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
srivrE & Tenst W W W T

G IV
AGREEMENT by HOSPITAL (wotnm g ww)

By affoing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kouhika Foundation, we
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