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medium, Including bul not limited to verbal, print. slectronic, for soliciting donatlons for Koshika Foundation andfor disseminating information about it's
activites/achiovamants, Such Usa of my pholo & details can be made by Koshika Foundation bafors or afisr my reatmant or fulfiment of the *purposs”
for which assistance is being requesied.

2) | (Apptizant) further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requestad/granted,
will niot sulamatically enlitle me for recaiving or continuing the sald assistance. The decision lar granting and/or continuing the asalstance will rest salaly
with Ihe Trustess of Koshika Foundation, and thelr decksion is this regard will be final and accepiable 1o me:

L) o e w0 s gt wosind wl ue e, 8 (o) el i =) it v o o Vsifon we s oesd el s sfese son of e oo,
om, w2 & W faw v A S §, w8 s o e, o, e e TEw W ol ikl sh soted € o fes o T s

Tt yfin Wt % o sfe ) T e o e w v w o d wet # fem “wifiem sl w it s 4

2) & {sins) e wm O wray o e gy am, T, wiE s e o e omoow & wgivd @ ot & o e e o e 0 v o

‘i o T il w1 fde o sl e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T ® YA WSS W P

AGREEMENT by HOSPITAL (wemmm g W)
By affxing heveunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hespital) haraby affirm & accept foflowing:
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