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1) By aMfixing my signature or thumb impression on this Form, | (Applicant) herely agree & authonse Keshika Foundation and II's Trusises 1o
use/publah/pul-upireproduce my name, address, phato & details of the “purpese’, lor which such asaixlance ks requasied/jranted, through any
medium, including but nat limited 1o verbal, print, electronic, for sodiciting donstions for Koshiks Foundation andior disseminating information sbout it's
sctivitlesiachisvements. Such uie of my phota & detalls can be mado by Koshika Foundation before or ator my treatment or lulfilment of the *purpose”
for which assistance is being requested.

2) | (Applcant) furtver agree that any such use of my riama, sddress, photo & datails of the “purpose”, for which such assistance is requesiedigranted,
will wol automaticaity aniitle me for recondng o oontiruing the said sssistance. The decision for granting and/or continuing the nssmtance will rest solely
with he Trustees of Koghika Foundation, and their decion Is this regard will be final and acceplable 1 me

1) 7 T o s wemer u vl o ey somey, A Cmbos) sl wfe %) g wen of o "wifien st ol v el © W afown wom  f fo W,
om, wid ol o foww p v F e o Swifew® we s, o, wen gat st b ol oiediedl s eoefeedt = ferd el @ e em

it warfen wrd ® fieg e & 4 v w foen 6 e ¥ W W ow & o g i e e s b

1) & (swhrw) e wa 2 vem f e i wn, o, oid sl frere @ s ST = Tgted § w39 wE: A W e W w T wEy §

“witrw” Ty Ik =i W oty i sh e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
mrees % Tt W ST W T _ S

AGREEMENT by HOSPITAL (wwmm pa w71)

By affixing hereunder, signiture &f our Authorsed Signatory lor recomimending this case/patient for financial assistance from Koshike Foundation. we
(Houpital) hersby affirm & accept following:
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