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1) By affuing my signature of thumd impreasion on this Farm, | (Applicant] hereby agroe & authorise Koshika Foundation and Ts Trusiees 1o
usa/publish/put-uplreproduce my name, address, photo & details of the “purpose”, for which such assistance ls requested/granted, through any
rradinm, inchuding bt not limited (o werbal, prind, skecironic, Tor soliciting donations for Koshika Foundation andior dissominating information about it's
activiliesfachisvements. Such use of my pholo & detalls can be made by Koshika Foundation befors or after my treatment or fuflimant of the “purposs”
for which asulsiance ks being requested

2) | (Applicant) further agree that any such use of my nama, sddress. pholo & details of the “purposs”, for which such assisiance |s requestadigranted,
will not @utomaticalty entitie me for recelving of continuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision |s ihis regard will be final and acoepiable o me

1) TR T W A T W A W e e, 3 (i) R w8t ofe wm e widtes o e i @ e s (S o,
i, wid she @ fesrn v o F sifer }, = Cwifen” o wwl, o aea et wghv @ 0l il sie redend & fe0 el o o oy

# waftn wrd & fve sfiegs & Howeow e A P o el @ e Wl o Tl Cwifee weede® w et sfiege B

2) A (o) e @ w o e g0 WS, v, w5 ol fawen o e s 8 axted @ i § g e e W ewor T I e

= sifir " v Twd Snfed w fofo sfm s e g . =

AGREEMENT by HOSPITAL (vwums g war)
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