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Uze/publishipul-epfreproduce-my name, address. photo & defails of the “purpose’, far which such assistance |= requesiedigranted, thraugh any
medium, including but not limited to verbal, print, electranic, for soliciting donations for Keshika Foundafion andler disseminating information about it's
actlviline/acHisvamenis. Such use of my photo & detalls can be made by Koshiks Foundation before or afier my treatment or fulfilmant of the " purposa”
for which assistance is being requestad.

2} | (Applicant) further agree thal any such use of my name, address, pholo & detsils of the "purpose”, Tor which such assistanca s requestedigrantzd,
will ot automatically entitls ma for receiving o conlinuing the sald assistance. The decision for granling &ndior continuing (he aguistance will reel solaky
with tha Trustaes of Koshike Foundalion, and thair decision is this regard will be final and accaptable lo ma.

1) TR W TSR TR W SR W v mw, A (awhew) srell el o g won f oF sl wete s wee = " s wfiegs v f v o am,
wE, T e T v v d e £, s we e, T, e gt T A o it s seeferd W fid S o e e

3 vt w0 % fay st £ 9 wE W A TEE F TR W ow § W e e wesee w sl aftegn

29 4 (sntew) ve W @ wee £ T S0 w5y, om, i ol e S fs e % TRl @ mive # IR T wewE W v $6) W ey W
“wfm" o e i s Brele sl S wrmE

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION :
STy ® FETE W FE W

AGREEMENT by HOSPITAL (¥&me 30 F70)
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