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1) By affixing my signature or thumb impression on this Form, | [Applicant) heraby agree & authorise Koshika Foundabon and it's Trustess 1o
use/publishipit-up/reproduce my nama, address, photo & details of the "purpose”, for which such assistance is requestadigranted, through any
madium, including but nol imied to verbal, piinl, slectrenic, for salicling donations for Kostiks Fourdation sndlor dissaminaling information aboul it's
aelivities/achisvamants. Such use of my photo & delails can be made by Koshika Foundaton before or after my ireatment or fulfilment of the “purpose’
for which assmlance i3 being reguasied

2) | {Applicant) further agree that any such use of my name, address, pholo & detalls of thés "purpose”, Yor which such assistance |s requestedigrantad,
will not automstically enfitis ma for taceiving or continuing the soid sssistance. The decision for granting andior continuing the assistance will rest salely
with th Trustess of Koshika Foundation, and thelr daclelon is this regard will b final and accemable to me

1) VA W W S WA W s R e e, (amkes) sl wede = g s o e s i s e * ) s s { & G
way, Wi sl w famow g wen A i b, = il wen s, ws, e g agdve 8 o) ofefafuet sl oefeel @ T R R T e

% v W ® f st & 5w W e e ¥ 9 W e ¥ e wifee s s et sfep b

2% A (spws) o e S wre € Beodn e, omowr sl e T weem € v @ Wit § g0 e wsen wowesn W e o i

i v wee stne w Bede sfm ol o A

APFPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
TEET ® TR W SR W

L1}

AGREEMENT by Hn.".Prm. {WE 0 W)

By affining hereundar, signature of our Authorised Signatory far recommending this casalpatisnt for financial assistance from Koshika Foundation, we
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