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1) By affixing my signature ar thumb impression on (his Farm, | (Applicant) hereby agree & authorise Koshika Foundation and I('s Trustees lo
usalpublishipul-uplreproduce my name, address, photo & details of the "purpose’, for which such assistance is requesied/granted, through any
medium, Inciuding but nat limited 1o verbal, print, ekectronic, for soliciting denations for Keshika Foundation andfor dissaminating information ahout It's
activilion/achiovements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatmen or fulfiiment of the "purpose”
foar which assistance s being requesiad,

2) | (Applicant) further agres that any such use of my name, address, pholo & detalls of the “purpose’, for which such assistance i requested/granted,
witl not autorratically entliie me for recelving or continuing the said assistance. The decision for granting andior conlinuing the assistance will rest solaly
wiith the Trustees of Kothlka Foundation, and thair decision Is this ragard will be final and acceptable o me.

1) ¥ ST W W Eem W s W e wmer,  (amiew) srel weni wt e o f o S e vt ol e sded ¢ W sy wo f fw A o,
o, W S e T e d e 8, w e weg =, o, e ge aggre O w3 ofidelie sir oo % T Rl o) e trem

7 wafm w0 % fim wfime & 9 v W e 5o F W oW R owe % e Cwtfiee wEEet W Sl afeg

1) & (i) 36 W@ A wewn € i Bu A, Tm, 9 s fe o) T e wgdd @ ol b R v seee W wee o IO e e

Y v awe =nten W fai afe e wem wim

APPLICANT'S SIGNATURE OR LEFT THUMB IMPREBSION :
TR W TR W= W R
SN
/4 J%Jfﬁ_

4 AGREEMENT by HOSPITAL (¥emme gm %)
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