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1) By afitxing my slignature of thumb impression on this Form, | (Applicant) hereby agree & aulhorlse Koshika Foundation and Il's Trustees to \
use/publishput-up/reproduce my neme, addross, photo & details of the *purpose”, for which such assistance s requestodigranted, through any \
redium, including bul not limited (o verbad, prinl, electronic, for soliciling donalions for Koshiks Foundation andfor disseminating information aboul It's !
potivitoslachievernents, Such use of my photo & detalls can be made by Koshika Foundation before or after my troatment or luififment of the “purpose” "
for which assistance is baing reguesied.

2) | (Applicant) lurther agree that any such use of my name, address, photo & datalls of the “purpose”, for which such assistance is requested/granied,
will nol automatically entifle me lof reosiving of continuing the said assistance. The decision for granting and/or continuing the sssistance will rest soiely
with the Trusiees ol Koshika Foundation, and Wheir decision iy this regard will be final and accaptable 1o me

1) v wen g st v w sl o wre e, 8 (omhen) el e @) fe wom o ol “ e i s ot amid * wb s e e e o,
v, W s W fewm v A e b 9 e v i, T, weww et e @ ol ofiefed s sweferd @ fe e A v s

W wfon wd % forg s &1 St v W e 4t g ol @ e R we W f S wifew wetes 0 s sfeg B

23 & (sodew) w o  we f e dn wm, w, 9ie ol fewre o) e weem € agied o wfidn @ o e me W v o v o o

it oy aat spfied wn ficle oy oy wrored g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wEEw % v W R W e

AGREEMENT by HOSPITAL (wmms Fr W)

By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosplial) hersby afierm & sccepl Tolowing:

1) that we neither are presently nor will in future avail of financial nssistance from another NGO or any other source, for the same patentcase, as we are
requesting fo get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested assistance |s nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmaton essentially states that the Hospiial will not aveil any dupilcate assisiance for the same pationt/case from any othir NGO or any olher source
zjmmmmmFmﬁnmhwﬂyhﬁmnmmmmummwmmmbrhwmm
patient, is based on the amrangement between the pationt & the Hospital, and is In no way Influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complele responsibiiity of the treatment & it's cutcome & satety of the patient, and Koshika Foundation will have no role of responsibility
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