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1) By affixing my signature o thumb impression on this Farm, | (Applicant) hereby agres & authorise Koshiks Foundation and i's Trustess 1o
usaprubliuhipul-up'reprodute my name, address, pholo & defails of the “purpose”, for which such sssistance is requesiedigranied, hrough any
misdium, inchuding but Aot limied 1o verbal, print, electronic, lor saliciting donations for Koshika Foundation andlor disseminating information sbout it's
activities‘achievemnents. Such use of my photo & details can be made by Koshika Foundation belore or afler my irestment or Rifilmant of the “purpose”
lor whikch assistance ks being requested.

2) | (Appbcant) further agres Thatl any such use of my nama, address, phato & delalls of the “purpose”, Tor which such sssisiance is

will mlamm“hmwmmmmmmhmmmhlﬂmﬂwm
with the Trustees of Koshika Foundation. and their ceclsion |u this regud will be final and scceptable o me,

|} W W WO e W s e wr s, § (andew) sofl wefn o) g wee o o “wifoe it sl sed soeied T ) sfoge e o fe g o,
v, W s e v v F w9 it v s, v, wew get agtve Ol et sl seefeed # fivd el o v e

W waftn wid ¥ fore sfien b1 St e ow fere o e o e w4 W o e i st w sl sfen b

1) & (omtew) e @ e o e d o, wn, ol b feere o B senon @ wgteal @ wide & g e weee W oo o v e el 4

“gifirw ™ v o e W Sein e ol s v

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wemm po W)
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