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1) By afixing my signature or thumb impression on this Form, | (Applicant) horeby agree & authorise Koshiks Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, pholo & details of the “purpose”, for which such assistance is requestadigranted, through any
medium, including but not limied o verbai, print, elacironic, for soliciting donations for Koshike Foundation and/or disssminating information about s
aciivities/achivvements. Such use of my photo & detalls can be made by Koshika Foundation before or afier my treatment or fulfiment of the “purpose”
for which assstance |s being requestod.

2 | (Applicant) further agree that any such use of my name, sddress, photo & detalls of the "purposs”, for which such assistance is requestad/granied,
will not automatically sntitie me for recesving of continuing the sald assistance. The dacision for granting and/or continuing the assistance will res! solely
with the Trustees of Koshika Foundallon, and thelr declsbon bs this regard will ba final and neceplable to me.

1) v e W o e W e o we s, (i) aredt s w yie won o “wife st obt s sl T W sfop W f e oo
w, Wi sl o e ovm F e, 7 Csifew T S, TR, Tvve R g | g il s oveieed ® e Rl o e
% waiE we % o afegn & 8 vvow fowm o ¥ e T AR $ e ¥ e Vaifw w0 Sl sl

2) A (owiew) e o A e f fw do am v, o ol fiee w e we o axied @ wivde § 98 v T W pwor o e s d
vwifrien” wen T il w Foie /i sl aa v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
swow % e W W W e

xn-'}' -
W
Wagy 1o

AGREEMENT by HOSPITAL (wwmm g0 wot)
By affixing hersundar, signalure of our Authorised Signatary for recommanding this case/patient for financial 2esistance from Koshika Foundation. we
(Hospital) herebry affirm & sccept fallowing:
1) that we neiher sre presantly nor will in fulurs svail of financial sssistance from ancier NGO of any other source, for the same patienticase, os we a'e
requesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. i the mequasted assistance is not granted
by Koshika Foundation, in part or in full, then the Hospial reserves [U's right 1o make up the shortisll from ancther NGO or any other source. This
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7] The assisiance fram Koshika Foundation is only financial in nature. Tho choioe of the treatment/procedure advised/conductad by Ihe Hospital on he
patient, s basad on the amangement betwesn the patient & the Hospital. and Is in no way Influsnced by Koshika Foundation. Henca, the Hospital will
asalme sole & complete responsibility of the trestmont & If's outcomas & sefety of the patienl. and Koshiks Foundation will have no role or responsibility
in the metier.
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