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1) By aftiang my signature o thumb impression on this Form, | (Applicant) hereby agres & authorise Koshike Foundation and it's Truslees 1o

usa/publish/put-up/reproduce my name, address, pholo & details of the “purpose’, for which such sssistance ks requestedigranted, through any

medium, inglueding bul nol limited to verba!, prinl, slectronis, for soliciting donations for Kashika Foundation andior disseminating information sbout Il's

activiies/achisvemants. Such use of my pholo & details can be made by Koshike Foundation before or after my ireatment or fulfiimant of the “purposa™
lor which assistance Is being reguesiad

23 | (Applieant) further agreo thal any such use of my neme, address, pholo & delaiis of Ihe "purpase”, folf which such assistence ls requasted/granted,
will nol automaticady enlile ma for recelving or continuing the sald assistance. The decision for granting andior continuing the sesistance will rest aolely
with the Trustess of Koshika Foupdation, and thais decision is This regard will ba final and acceplable o me.

1) ¥ U W S TENSE W S = e wwn, § (emiee) s w8 g wom of o Cwifioe st ol wmd sl 0 ow afiege s of B st A,
o, Wi s o e v v e §, T i Ty s, 2, v et sxiv @ S e i e € R R o v e

# yaifta wed % fig st & S wwr W P 4% poe F o @ W 8w ¥ T “wifn et w s afeg #

1) & (srw) oW A v € o, T, o sl e o B wemm ow et W owive § on wm: wemm W e W v o Ty o

wafr ey Tl il wr fol s s arass )

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

AGREEMENT by HOSPITAL (wommey me ot

By affixing hareundar, signature of sur Authorised Signalory for recommanding this case/patent for fingncial assstance from Koshing Foundation, we
[Haspltal§ harely affirm & accept following.
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