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1] By affixing my signature of thumb impression on this Form, | (Applicant) horeby agrea & aulhorine Koshika Foundation and 's Truslees 1o
irsefpubiishiput-spfreproduce my name, address, phota & details of the “purpose”, for which swch assistance |s requested/granted, through any
i, inelding but nat limiled 1o vaibal, peinl. elactronic, lor sollciting donations for Keahiks Foundallon andior disssminaling information about if's
pcuvitiesachirements. Such use of my photo & detaiis can be made by Koshiks Foundation before or after my treatment or fullilment of the “purpesa”
for which assistancs |s being requested

211 {Applicant)] hurther agres that any such use of my rame. address, photo & details of the “purpose”, lor which such asesslance |s requestedigranted,
will not sutomatically entitio me for receiving or continusng the said assistance. The decision for granting andos continuing the essistanos will st solely
with the Trustess of Koshika Foundalion, and their decaion i (his regard will be final and accaptable fo me

1) T8 W W SN R W shd W e, ¥ (ovw) W el W g wom o w Csifen weine sl e Smae " W sfeg s f e o,
aw, WA s @ fawn g wes o wifen #, 70 “wiEn S v s, o4, W gEt agkre 9 opd il sb eeferd W el T f wam e

o waltn wrd # fie o &1 9 e oW feeen Bt v o W w oo 4 wrd & B “wifee el w it o §

2) ® (owiew) oW wm A wws of B o, o, kel fewon o fi e o wctvel | wfil & g0 s e W) v o d

*uifirn ™ ony et sl e Py sifier o s e
A

AFPLICANT'S SIGHNATURE OR LEFT THUMB IMPRESSION :
AGREEMENT by HOSPITAL (7mm @0 %71}

ST % W W AR W fm
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