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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustses 1o
use/publisivput-up/ireproduce my name, address, photo & details of the “purpose”. for which such assistance is requested/granted, through any
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) W T W S v W a0 w e, § (apiew) sl sl W ye wan f o “wifnw st sl sed il ¢ w0 sfeg o { S oo,
v, il ot W fown v F it £, o “wifow” v =, on, weww it agte @ g il sl sl o it Sl o e e

R valte wrl % foy afeg §) St wer o Fewn 6 g @ el w ae € By Cwifew wader” v sl sl b

2) 4 (swies) W W @ wew { 75 du ww, v, W ol feww @ e e ¥ seted W Wit § g e wee W TR W o W o

“wifvsr” vy son el W Peln o ol el v

-

AGREEMENT by HOSPITAL (v e 00 W)

By affxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
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patient, is based on the arangement betwean the patient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compiete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter
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