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1) By alfixing my slgnsiure or thumb impression on this Form, | (Agplicant) hereby agrea & aulhorise Koshika Foundation and It's Trustees o
use/publish/put-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requasiedigranied, through any
medium, Including but not limited to verbial, print, elactronic, for scliciting donations for Koshika Foundation and/or disseminating information about i's
activitiew/achievemaents. Such use of my photo & details can be made by Koshika Foundation before or after my treatmant or fuifilment of the “purpose”
for which assistance Is belng requested.
2} | {Appiicant) furthar agres thal any such use of my name, address, photo & detsils of the "purpose’”, for which such assistence is requested/granted,
will not sutomatically enfitle me for taceiving or continuing the said sssistance. The decision for graniing andler continuing the assistance will rest solely
wilh the Trustees of Koshlka Foundation, and thelr declsion Is this regard will be final and scceptable 1o me,

1) ¥R W RS g s W wr e, @ (amhn) sl we v e wm f o Csif wedve sl aw s " W s W o B oo oam,
m.u‘m‘laﬂﬂd'ﬂlmmmﬂ'ﬂﬁﬂi.iﬁ“m‘r&m'mm,tﬁ.mﬂmﬂﬁmmmﬂnﬁm'ﬁmw

B i wed S T afega b Swm W e S v @ e w4 R fag Cwe Wi v = s

2) A (swdew) v W @ w0 S0, wi s e o fiox sgrrn % wggvdl } withe # g9 w: e W vEer ) T o e A

“wifyrm v wos =miwd w ol s b werd B
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION+—— 1\ -

v % e S w1 Frv #EH_Q:\\,{ \,D\J

AGREEMENT by HOSPITAL (wwmm mm w1m)
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1) that wa neither are presently nor will in futura avall of finencial assistance from another NGO of any olher source, for the same patlent/case, as we are
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