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use'pubish/pul-up/reproduce my name, sddress, pholo A details of the “purpese”, for which such assistance is requestad/granied. through sy
medium, including but pot limited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminaling information sboul it's
acivities‘achisvemanis. Such use of my photo & detalls can be mads by Koshika Foundation before or after my treatment or fulfliment of the “purposs”
fer which assistance i being requestied

2] | {Apphcant) further agree Mat any such use of my name, address, photo & detads of the "purpose”, for which such assistance is requestedigranted,
will not sutomatically sntite me for recelving o continuing the sald assistance. The decision for granting and/or conlinuing the sssistance will res| salaly
with the Trustsss ol Koshika Foundation, and thair decision is this regard will be final 2nd acosptabis o ma

1) V0 OWE W ST T W s W e e, 8 (smies) ol el w1 e s f o Cwifee wEm s e i " W) s s f e 0 e,
wn, Wil fowon g owen o wifer &, w “wifew” wep e, o9, o gt owgte @ ol i s Teefed o fisd faal & s e

# yorfn wed & fe sfiegn b S vy o fee 6 g o ol w o @ wrd ® o " it wrelee” w sl afiogs

21 & (o) o @ e T o T, v, 92 o e o e wee € et @l § e e W v o e om o

e wE e s = iy e sl e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (vrias B9 3T7)
By affing hereunder, sgnature of our Authonsed Signatory for recommanding this cass/patiant lor financial assistance om Koshika Foundation, we
(Hosplial) heraby affirm & acesp! folkwing,
1) that we nesther am presently nor will in fulure avail of financial assistance from another NGO or any omher source, for the same patient'cass, s we are
requisiing lo gel from Koshika Foundation, 1o the axten! that such assistance s granted by Koshika Foundation, If the requesind asaisiance is nol granted
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