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1) By affixing my sigmature of thumb impression on this Form, | (Applicant) hersby agree & authoriss Moshika Foundation and 's Trustess to
uselpublsh/put-upireproduce my name, address, pholo & detalls ol the “purposa”, lor which such aasistance Is requestadigranted, through any
medium, including but not imited 1o verbad, print, slectronic, for soliciting donations for Koshiks Foundation andior dsseméinaling infarmation aboul its
actritleg/achievements. Such use of my pholo & mlsmhmmewmwﬁwmmmdhm
fon which ansistance & being requested

2) | (Applicant) further agred that any such usa of my name, addness, photo & details of e “purpose”, for which such assistance is requestedigranisd,
will not automatically entithe me for recelving of cantinuing the sald sssistance. The declsion for granting andior continuing the sssistance will res| solely
with tha Trustess of Kashika Foundation. and their dacision s this regard will be linal and acceptabls to me.

1) v W W S T W s s e ee, # (apew) v et ® gfe s o i sts ol sk smil S s s e oo,
m,imldrimnmiﬂhi.ﬂ‘ﬂn'mﬂ,m,mﬂn&lni!ﬂﬂﬂﬁm w fed fadh o wm wros

& wmftn wrd o fivg s ) S wen w fewew g @ vt w e 0wl ® fin it s sl afegr b

2) & (whw) e @ s B do owm, we, wid ol P o e e ® aried § wftl b g e e W ve s e d
“stre” v s e = Fein o S wem g

\sra

AGREEMENT by HOSPITAL (wwim= g wm1)

By afiing hereunder, signatune of our Authonsed Signatory for recommending this casafpatient for financial assistance from Koshika Foundation, we
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1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient'case, a5 we are
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