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1} By affixlng ry signatuie ar thurmd impression oh this Form, | {Applicant) hireby aqree & aulhorise Kashika Foundation and if's Trustees to
uge/publshiput-upireproduces my name, address, photo & details of the “parpose”. for which such assistance 16 requested grantad, through amy
medium, nchiding but nat limied 1o verbal, prnt, slectrenis, for soliching donstions for Kashika Faundation andior disseminating infarmation about (Us
anfivitlestachevements. Such use of my phofo & details can be mads by Koshika Foundation bafore or after my treatmant o fulfllment of the "purpose®
for whioh assiziance & beihg requestod

2) | {applicant] further mgres that gny sUch use of my name, address, photo 4 details of the *purpese”. for which such assisiance s requestedigranied,
will 1ot autamatically entitle me for receiving ar continulng e said assistance. The decision lor granting and’oi tonlinuing the sssistance will rest selely
with the Tiislaes of Koshika Foundstion, gnd their decision is this regerd will be final and acceptable to me

|} o T g s wee St =t wny ST, A (s Ao weet #gfe v f 09 CSine wete o s smi < R sfiegy v € e g oem,
T T FRE A e A afe 3 i e, o, meavn ge ot o 6 il s oveferd % i el A arem

o wf wra % P e #2030 e e mes woan & ows W e st s 5 e siftam

23 A (wEmE) wom f e £ RO 3w, T, T o free S oo S T 8 fil @ o e meee v W e e A
i e, A <l W Tree ey St s

APPLIGCANT S SIGNATURE OR LEFT THUMB IMPRESSION :

R W EETE WA W r

AGREEMENT by HOSPITAL (#8mes T i)
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Fsaums sole & complate tespapelblity of the trestment & it's culcome & safety of the patient, and Koahiks Foundation will have no il ar responsibility
Ire tne maliar.
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