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11 By affiing my signature or thurnb impression on this Form, | (Applicant) herety agree & authorise Koshika Foundation and if's Trustoes to
use/publishiput-uplreproduce my name, address, photo & details of the “purposa”, for which such asststance Is requastedigranied, Bwough any
migdium, including but not limited o verbal, print. slectronic, lor solicling donations for Koshika Foundation andlor disseminating information about it's
ociviliesfachiovernents, Such use of my photo & details can be made by Koshika Foundation before or afier my treatmaont or fullimiant of the *purposs”
for which assistance is being requested.
21 | (Applicant] further agroa that any such use of my narms, sddress, photo A delalls of the “purpose”, lor which such assistance s requested/granied,

will nol sutomatically antiflie me for recening of continuing the said assistance. The decision for granting and/or contimuing the sssistancs will rest sokely
with the Trustees of Koshika Foundation, and thelr decision Is this regard witl e final and accepiabls o me.

1) VWS v W i W e e, 8 (i) ot s wt gfe won f o st wniie abe vt i " st sfegn wom o i dm e
o, Wi st w feerm  vm d sife #, 9 Csifre T e, T, o Rt Tt @ ol ohifeied s swied ¥ B R O T Tel

® sfn = ¥ fim sfep b 3 ovoow e 9 v € e 9w W W B it w0 = e b

2) & (siew) v we @ w16 W ww, v o she fe o e e agted @ ufdy & R e e W e o e W |

* Wi v e i w Sin st b e g,

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -

AGREEMENT by HOSPITAL (rreem gm WUl

in e matiaer.

By affixing heteundar, signalure of our Authorised Signatory for recommanding this case/patisnt for financial assiatance from Koshiks Fousdulion, we
{Hospits!) hersby affimm & accept follawing:

1) that we redthar sre presently nor will in future ovall of inancial assistance from ancther NGO of any. other source, lof the same patienticads, &9 we an
requesting to get from Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in patt or in full, then the Hospiial ressrves it's right 1o make up the shonfall from another NGO of any other souscs. This
confirmation essanially states thal the Hospisl will nol avall =y duplicate assistance for the same patient/case from any other NGO or sny ather source.
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assuma solo & compiate muponaibdty of the treatment & i's culcoma & safoty of the patient, snd Koshike Foundation will have na role o responslbility
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