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2) 1 solomndy confirm that assistance If raceived Fom Koshika Foungation, wil be used only for the “purpose”, as stated in s Foem, for which such assistance

was requesiod by me.
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1) By afkaing my sgrature of thumb impression on this Form, | (Applicant) heroby agree & authorise Koshiks Foundation and It's Trustees io
usa/publishipul-uplrependuce my name, address, photo & details of the “purpose”, lor which such assistance is roquesiodigranted, theough any
medum, including but not lmitod (o verbal, prinl, electronkc, for soliciling donations for Koshika Foundafion andior disseeninating information about if's
aciivitios/achievernents Such use of my photo & dotals can bo made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”

for which assistance 12 being requesied,

2) 1 (Apghcant) Asriver agree that any such use of oy name, address, pholo & detads of the “purpose’, for which such assistance is requestedigranded,
will ot automasically entlle me for roceiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trusiees of Koshika Foundation, and iheir decision is this regard will be final and acceptabie 1o me,

1) v weE Wt st e @ il o ey wwer, A (avbow) sl writ wt e woe o “sifw widtmn st ok i @ sfeg s { v o,
v, o oby @ fewrn on wer f W £, 38 “wifew” ve e, o1, wenw gl actie § g il s yedend @ fird fedd o s ey

4 yafir wed o By s §1 St yor W fewrr 2 porx f wd @ e F Wt S Csifen wader” v ol s b

2) 4 (sobew) wo wn @ sre M S0 ww, e, w32 ab Temow @ f weren ¥ weted o wide § ol S weeE W et W v W Tl d

“wifiver” ooy e il wr fode afie ale wevmd v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s & v W W2 W P

-

AGREEMENT by HOSPITAL (wss® DU wU0)

By affing hereunder, signature of our Authonsed Signatory for recommending this casaipationt for financial assistance from Koshika Foundation, wo
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1) that we neither are presently nor will In futuro avall of financial sssistance from ancther NGO or any other source, for the same patient/cate, as we are
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