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use/publishiput-upireproduce my name., address, photo & details of ihe “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited lo verbal, prnt, electronic, for soliciting donaior |+ Koshika Foundation and/or disseminating information about it's
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with the Trustees of Koshika Foundation, and their decision s this regard will be final and acceptable to me.

1) VW W W TR W O W e e, § (swiew) sl aedt o ye w o Csifow weten sl st il ¢ w0 sfege v e S o,
wn, w5 ol W fewn v o s §, 9@ Cwifewr” T s, o, weww et gt @ gl oiiided sl s ¥ fivk fed o e e

2 valts v % i afeq b @ yor W feww 8t e € ol w W 4 o S Sy Csifw wadert v el afeg b

2) & (svbow) W W @ e { % S0 W, Wi ol fe W T aeee © vetedl @ wid ot e e W v T e W o F

“wifte” v s el W Pl i ol weeed o

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
Wit ¥ yoaw W S8 w fa
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By affixing heveunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financiai assistance from another NGO or any other source, for the same patient/case, as we are

requesting 1o get from Koshika Foundation, 10 the extant that such assistancs s granted by Koshika Foundation. If the requested assistancs s nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves I's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital wil not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
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