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2] 1 solemnly confirm thal ssiistsnce, if received from Koshika Foundation, will be used onfy for the “purpose”, s stated in this Farm, for which such sssistance
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1) By affuing my sghature of thumd imgreamon on this Form, | (Applicant) hereby agree & suthorss Koshiks Foundalon and It's Trusleos 1o

usefpubish/pul-upireproduce my name. address, photo & details of the "purposa”, lor which such assistanoe is requestedigranted, through any

mediumn, including but not limited to verbal, prind, slectranis, for soleiting donations for Koshika Foundation and/or disweminating information aboot (1's

activitiesiachisvemsnts. Such use of my photo & detalis can be made by Koshika Foundation belora or afier mry treatment or hulfilment of the “purpose”
for wihich asssiance & being requestod

2) | (Applicant) furiher agree that any such use of my name, addrees, photo & detalls of the “purpote”, for which such assistance i requestedigraniod,
will not sutomatioslly entitle me for eceiving of continuing (he said assistance. The decislon for granling and'ar confinuing ihe assisiance will rest solely
wilh the Trusiess of Koshika Foundation, and iheir docision is this segard will be final and acoaptable o ma

1) 9 9V WS WA W ST ST e we, § (smiew) st e o g wen o w Cwew st d oo =mitd W sfie e o e oo
w, w12 s W P gm ogys o wife B ad Cwifen " o s, @, e gt agte @ ol il s T € el @ w Tem

o wenfn wd o fev affienpe ) o e e B 4 pere o et w o d wt ot e wifow wondo " w an@ ey

23 & owitee) T o s o fe du wy, w983 sl e ol B we o wctvdl @ i § g v e W peor o e o o

“wifim ™ Tw TE fen W s st sl st W

¥
i

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |

e
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By affixing hereunder, ssynatsre of our Authorised Signatory for recommending this cass/patient for financlal asslstance from Koshika Foundation, we
{Hospiial) hereby affirm & nccapl lollowing:
1) thal wa neither ars presently nos will in fulure avasil of financlal assistance from another NGO or any other source, for the same patient/case, a5 we ara
requasting o get from Koshika Foundaton, 1o thi extent that such assistance is granied by Koshis Foundation. If this requested nssistance is not granted
by Koshika Foundation, in part or in lull, then the Haspitsl resseies B's rght io make up the shortfall from ancther NGO or anry ciher source. This
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patient, is based on the armngoment betwesn the patient & the Hospital, and is in no way nflusnced by Koshika Feundation. Hence, the Hospital will
assume sole & complete responaibiily of the reatmant & It's outcome & safety of the patient, and Koshike Foundation will have no role or respansiblitty
in e mather
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