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1) By affdng my signature or thumd impeession on this Form, | (Applicant) heraby agree & authorise Koshika Founcation and it's Trusiees to

usaiputishput-upreproduce my name, address, photo & detalls of the “purpose”, for which such assistance i requestedigranted. through any

mecum, including but not kmited to verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information about It's

achvees/achievements. Such use of my photo & detais can be made by Koshika Foundation before or after my treatmant of fulfirant of the “purpose”

for whrch assistance 1 DeIng requested.

21 | (Applicant) further sgree that arvy such use of my name, oddress, photo & cerais of Ihe “purpose’, for which such assistance is requestod/granted,

wili net automatically entitio me for receiving of continuing the s2id assistance. The docision for grantng andior continuing tho assistance wil rest soledy

wih ne Trustoes of Koshika Foundation, and thex decision is this regard will be final ant acceptable 1o me

1) TS SR wrmeT W AR W wr wewt, & (smiew) ol wenf o e wen  of e weties ot v s oW sfesn won ot
v, 92 s @ fewr v wer ¥ dfer £, 30 “sifen” qug =, o, wenw (e Tt © g viided st sefend « fiet el & v e

# ol wad ¥ fieg wionn & 8 v w fowen 3 poe @ o @ e § wc € feg e e v afle b

1) 4 (wres) W o % wysn { v duoam, w, ol o e @ 16 wrew ¥ wond W wfde | of v seew w veer ot v e d

“stfmn” org wd fad w Fdn sffes sl ot o

APELICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

siee 4
b a JE
‘IC\ |_4\’L'\‘Jb'\ :E:‘

AGREEMENT by HOSPITAL (wesw® QU wo1)
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