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1) By aftiming my signature or Tumb impression on this Form, | (Apgiicant) hereoy agrea & suthonse Koshika Foundation and iTs Trusines o
usepublesh/put-uplreproduce my name, address, photo & detsls of the "purpose”, for which such assistance |s requested/granted, through any
misdium, incluging bul ned limited 1o verbal, prind. slections. for solisiting donations lor Keahiks Foundalion and/or dissammating infoemation aboul i's
acthvtipsfachievenents. Such use of my pholo & details can be mads by Koshia Foundafion before or afier my Ireatmant or fulfilment of the “purpose”
fof which ansistance m beng requested.

2) | (Applicant) hurther agres that any such use of my name, address, pholo & defads of the “purposs”, for which such assisiancs is requestadigranied,
witl not automatically antitie me for recalving of conlinuing the said assistance. The decision for granting andior continuing the assistance will rest solaly
with the Trusiees of Koshika Foundation, and their decision (s this regand will be finei and acceptabls to me.

1) T T WA W W S W e, € () e e s g w0 Cwiee wnke ot e =i " o sfegy v f fe Sooam
o, wid i o e v d ofen ¥, w6 el o e, T, SRR g Tt @ o wiifidiel sinoeled & i Tl & s e

# weftn wrd o T o 0 St W P St e W T 0w A wed W fog S wilew sl v s sfoge §

2) & (swbew) W w0 wemw { e #0 we, v wie s feeen o e ween o apted W aftly @ o8 v weee W peor W e ey o

“wifn" e T fed w el e ol el o

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
wite % yone w S W e

< L TelP

AGREEMENT by HOSPITAL (wemps tm W)
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