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1] By #fliuing my signaiure of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and I1's Trustees to
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for which assuiance i beng requesied.

£} | {Appicant) ksther agres that any such use of my name, address, pholo & datails of tha “pupose”, for which such asalstance |s requestadigranted,
i nal asmalicaly estifle me for receiving or cortlinuing the said assistance, The docision for graniing andéar contin uing the assistanco will rest solaly
with the Trustsss of Meshika Foundation, and their decision is this regard will be final and acceplable to me

;rnmvﬂitﬂt:ﬁilﬂﬂmﬁfﬁhﬁmmﬂgﬂemtﬂ'mmﬁﬂnaﬁW'ﬁﬂwm{ﬁﬁum.
=, i ﬂtiﬁ!tlmmﬂ%i.ﬂ%“mﬂ.m,mﬁmﬂqﬂme%ﬁfmﬂﬁmm

# vt W ¥ B s S T Wt v ¥ e W o o o T i s 8 e sfes 4
:}itﬁﬂ}mﬂﬂmtﬂwﬂwm,mm:&:.Mﬂhmtmﬂmigﬁm:mwmaﬂm:wmﬁ

s v Ted il w e s ol wend v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
witw % e W W W Fe

WS He

AGREEMENT by HOSPITAL (T7mm 3 wRR)

By afining hereundes, signature of our Autherised Sigraltory for recommeanding this case/matient for financal ansistance from Koshika Foundation, we
[Hospial) hereby affirm & accapt lolowing:

£) ol we nesithae are preaently not will n future avall of inanclal assistancs from arother NGO or any other source, for the same patiant/cass, & we are
requasting o get from Koshika Foundation, to the-oxtent that such assistance Is granted by Koshika Foundation. If the requested assisiance is nol grantad
Sy Keshika Foundation, I par of In full, then the Hospltal reserves it's right to maka up the shartfall from another NGO or any other sourca, This
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patienl, is based on the strangsment batwean the pintlent & the Hospilal, and |s In no way influsnced by Koshika Foundation. Hence, the Hosphtad will
assuma soje & complete respansitility of the treatment & it's outcome & safoty of the patient, and Koshiks Foundstion will have na role er responsibillty
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