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tisoypubiahiput-aproproduce my namo, address, photo & dotalis of the "purpose”, lor which such assistance is roquestod/graniad, ihrobgh any
medhum, inchuding but not limited lo verbal, prnt, ebectronic, for soliciling donations for Koshika Foundaion and/or dissaminating information aboul it's
actvilips dehieveinen|s. Such uae of my phito & detalls con be made by Koshiks Foundation before or after my treatment or lulflimant of the “purpose”
for which assistanco W boing roguostod

2} 1 Apaheant) lunher sgree thal amy such uses of my neme, address, pholo & details of the “purpose”, for which such assistance s requesiegigranted,
will nol sutomatically entitie me for recelving or continuing the said ssnistance. The dechsion lor granting andior conlinuing the assistance will rest solisly
willh [es Trusiees of Koshika Foundation. ond their decision (s this regard will be firal and-accepiable to me.

1) w0 S e sl ) e e, § (i) s sl ) e v e Csifre st oh gl il * 9 sfen v o e ot
v, i ol o fown oo A e §, el o i, o, e qut et O gl idefedl site werfied o o Sl o) s ey

o wwfrs o W e e ST W foe it g o e wowe & wed o fe i sl o i st b

2) A (FRE) TR W R we o, w wE si frem o fe meom & gt # il # g e e @ e 9 e g o d

“wifyrm " ey was i W Fode s sl el B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
ST W g W e w e

AGREEMENT by HOBPITAL (wremmy om &)
By aflizing heseunder, signature of our Authorised Signatary for recommending this case/pationt for financial assistance from Koshika Foundation, wo
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