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V) By afiong my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and ii's Trustees 1o
use/pliblishipul-upireproduce my name, address, pholo &' delails of the “purpose”, lor which such assistance is requesied/granted. through any

miedium, including but not limied 1o verbal, print, slecironio, for soliciting donations for Koshika Foundation and/or disseminating infanmation aboit it's
actvitiostachisvements. Such use of my photo & detalls can bo made by Koshika Foundatlon before or aftar my treatment or fulfiimant of the “purpose”
for which assistance & being requestad.

2) | IApphicant) lurther agrao thal any such use of my neme, sddress, photo & dotails of the “purpose”, for which such ssslslance is rogueslsdigranied,
will nat aulomatically entite me for recelving or continuing the saki assistance. The docision for granting andior confinuing the essistance will rest solety
wilh i Trudlees of Hoshiks Foundation. and their decision is this regard will ba Bial and sccepiabls to me

1) T ET v s % e e, # (arbes) aeh aen o g won f o Cwife et ol wed il o0 g o o e G o,
um, it W feet oo o vifee &, 3 Swifee” gey cesh, o, e gt akve ol ldeled st S el Sl d wn e

# ymim wrd = fog wfegn & &t vy ® for At e § o w o § e F f el et el wfee §) )

2) & (miew) w0 we o e dn e, o, wEd sl fiere o fa w8 Tt @ e & g9 e e W weo T T 5w o

*witfyrw ™ oy ayded o fodn sl s aregeed v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
TR ¥ yeem W W W e

. 3/
a2l & 14

AGREEMENT by HOSPITAL (w=emi g wwt)
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