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1) By alfaing my sgnatire or thumd impression on this Form, | {Apglicant) heraby agree & suthorise Koshika Foundation and i's Trustees io
usa/publish/put-up/reprocuca my name, address, pholo & details of the *purpose”, lor which such assistance s requasted/granted, through any
medium, incluging bul not limiled 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
actrvities/achievementis, Such use of my photo & details can be made by Koshika Foundation before or sfler my (reatment or fulliiment of the “purpess”
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By affixing hereunder, signature of our Authorised Signstory for recormemanding (his casa/patient for inancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following;

1) that we neithar are pragenty nos will in future ovail of financial assistance from another NGO o any ather source, for the same pationtcase, &8 we B
requasting 1o gel from Koshiks Foundation, to the extent thal such assistance is granied by Koshika Foundation, If the requested assistance is not grantid
bry Koshika Foundation, in part or in full, then the Hospital reserves it's right to maka up ihe shartiall from ancther NGO or any olher source. This
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assuma sole & complete maponsibility of the retmant & it's oulcome & safety of the pafient, snd Koshike Foundation will have no role or responsibility
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