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1) By affixing my signature or thumb impression on his Form, | iApplicant] herety agrea & authorise Koshika Foundalion and Vs Trustees to
use/publishput-uplreproduce my name, address, pholo & delaits of the “purpose”, far which such assisiance is reguestedigrantad, through any
madium, inchuding bul nat lmited 1o vertal, prinl, electronic, for saliciling donations for Keshika Feundation and/or disseminating Information aboul it's
actvillesfacnievements, Such use of my pholo & deatails can be made by Kashika Foundation tafare or after my treaimeant or fulfilment of the “purpose’
far which assistance ks baing requasteg.

2) | (Appleant) lurthar agres that any such use of my nama, address, photo & detalls of the “purposa”. for which such assistance i8 requested/granied,
will not sutomaticslly entitle me for recelving or continuing the seid assistance. The dadision for granting andlor continuing the assistance will rest solely
with the Trustess of Koshiks Foundation, and thelr declsion s this regand will be final and accaptable o me

1) VR W W wnE v W AT W Wiy wmreT, § (STRE) WO W W e e f e s wiasve s awe el s s won o B 90
v, W W faem g w4 wife & o Cwieen" o sonE, =m, o g e g il s avefend o fied T o wen e

# waftn wed # g sfemn b 3w W T & F o @A 9w W e Uwife smde 0 sef sfiegm b

1) & (sview) v owm A v s A0, T, i s fenm o e woee W wErd @ ulin # 6 S WeRE W OTSER 6 w0 T e

g e ww e w0 ey sl sl wrepes g

THUMB IMPRESSIDN -

AGREEMENT by HOSPITAL (v g %)

By affixing horeunder, signature of aur Authorsed Signalory far recammending this casiipatiant for financisl assisiance from Koshika Foundation, we
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