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1} | hereby confiem hat all detalls in thes Form are True io (he best of my knowledge. Any lalse stadament will render iny Application & ongolag aesistance. i any.
linbiw for rejecSon/canceliation i

2) | solernnly confirm thal assistance, ¥ received kom Koshis Foundatian will be unes anly for the *plopose”, as siated in this Fomm, kor which such assistancs

WS requisied ty me :

ahlhmm#nhihnmlm nol i future, svall of teimbursement in peart oo 0 (Ul s any oiher soureslamployedinsurance compaiy, of the amoun!

at which this assintance i requestec . i

1) ¥ e v { oo S R ol e o weelt © e e wl b o wd e o s s owm @ 6 e Boe o w ot b

1) 9t g o v ofn e e, o oo oot §, wm i el wve o g o fed Tl we, W g ey o o wm b

B & wfe wm e fem o 87 ur gy W w8, T of w0 o mowee S Sl e et vl & v 8 form # ot 3 @ ofie of o
AGREEMENT by APPLIGANT (swies gl wii)

1) By affizing my signature or thwinb impression on s Form, | (Applicant) hereby agfee & aulforise Koshika Foundafion and s Trusiees io
use/publlisipGtupireproduce my name, address, pholo & detals of the “purpena”, for which such assistance 15 reguestad/granted. hrough any
madium, incfuding but nol imited to verbal, prnk, électromic, lor soliciling donmtions for Koshlks Foiladation andier disseminating Information sbout it's
aciiviles/achiovements. Such use of my pholo & details can be mada by Kashike Fourdaon before o Bfter my treatment or lutfiiment of the “putpose”
for which assistance is being reguested

2} | [Applicant) furthes sgree tha! any such use of iy rame, addrees. phots & datalls of the *purposs®, for which sich assistance 5 requestedigrantey,
will not automabcally eniile me for recaiving of continuing the said sssistance. Ths decision lor granting endior contiruing the assistance wil rest solsly
with the Trustees of Koshika Foundation, snd-their dacision i ihis regard will be final and acceptabie to me

1) TS W W e e, ¥ (sdon) el wesfe o gfie wom o s sedtee st e bl O s wo o fis doom,
v, wia e o S gu e o oifer 8, @ O ol g s, o, ae ot et O ) il s Tenfucd & fed et o T e

# vty w1 % fon sl ) 8 v oW e g e € R W ow 8w T i e w s afiesn

1) 8 () W owe A w90 wn o, o sl e o e ween @ sxted € wfi aR = oo ween T e v e d

“wifen" o v ssfird wo fly sl oy wsgend g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -

Arcs % v W s W fe H ]lf c,{/!]ln}/“fz___fr

AGREEMENT by HOSPTTAL (wryme gm0 F01)
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