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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustg6s to

use/publ ish/put-uP/reproduce mY name. address, photo & details ol the'purpose' , lor which such assistance is requested/granted, through any

medium. including but not limited to verbal, p rint, olectronic, lor soliciting donatlons for Koshika Foundation and/or disseminating informstion about it's

aclivities/achieYements. Such use of my photo & details can be made bY Koshika Foundallon before or after my treatment or tulfilment ol the "purpose

for which assistanc€ ls being requested

2) I (Applicant) further agree that any such uso of my name, address, photo & datells ol the'purpose', for whlch such assistance is requested/granted'

will not automalically eniiue me for receiving or @ntinulng the said assistance. The declsion for granting and/or continuing th€ asslslance will rest solely

with the Trustees of Koshi ka Foundation, and their decision is this rogard will b€ linal and acceptable to me

t) ls rct w iiq{ fRm ct # nl uc 11'16{, d (fit<6) qrn {sqft a1 sfr 5GI tqi'dfil6l $rdiTr qt{ Es+ {fr " rrt qfi{ 6ra tfr itt irc,

rm, dd eh $ frstul !s vqs { clfu l,3i'qifirfl" qq qr€1, qrl, crfl/n lsi r(t{q { gA rfdftfrd ck BcsFsiidHffi{rmqtqq

A lq'fii 6{i d frq qfs{i tr it vqr rrfrctllitr n*wd qr nqt 5'ti * fttq'Elfi r srst{-{'I <n afrql

2) I (qric) Y{ rrd i r$Tn t fr t{ nq, Y, std dh fiq{q ci fr {rqfi d 3{trd i !tit( t $ enr {IFIIT ln f,6(t ed r*nr re qir {

20-03-2025

'rtfir+r' qcl rg* qffi +r fr"tq qtrq ict nqsrt ti'nt

AGREEI,IENT

(Name ol tlr. & Regn. llo. w l Stamp)

sFE{ 6l rq q tmlR q {q 1

11.


