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1) | bserabry confirm that all dalalls n this Form are True bo the best of my knowledge Ay false sistemant will rander my Application & ongoing assistance. f any.
figbie for i

2 | molamnly conflrm that assistance, If recetved from Koshius Foundation, will be used only for the "purpose’, as staled in this Form, for which such ansistance

was requesied by ma.

) | horety confiom thal | haeve ol & will notin future, avail of eembursemant, in par or i full, from any other sourcelemployerfinsunsnce campany, of ihe amount
for which this assistance i requestnd

1) & w w0 ve ey & e v few 60 e ® s e o e bt el faem o e s we w § o o0 e fae Wt wel b

1) & g % maw o e et At ) e st A g o e e i e d v b

1) # ofe son f f o oo i w ownde ot o W o o sfee W wen e el w wn e v ® 3 A B # sl 3 6 s F o
AGREEMENT by APPLICANT | smes gm ®ar)

1) By affiuing my signatune or thumb impression on ihis Form, | (Applicant) hereby agree & authorise Koshika Foundafion and i's Trustées 1o

usa/publshput-upfreproducs my name, address, phota A dulads of the "purpese”, for which such assistance is requestedigranied, through any

medium, ncluding bul not limitsd (o verbal, print. electronic, for soliciting donations lor Koshika Foundation andior disseminaling information aboul i's

aciivitioslachievemants. Such use of my photo & details can be made by Koshika Foundation before or afier my treatment or fulfiment of the “purpose”
far which assistance &5 beng requesied

21 | (Appicnnt) furthar pgres thal any such use of my name, address. photo & detiils of the "purposs’, foe which such nusistance |3 requestedigranted,
will not awtomatically entitie me for receiving or continuing the seEid assistance The decision for granting andior continuing the assistance will rest solesy
with the Trusless of Koshika Foundation, and thalr decison |s ihls regard will be fioal and acceptabile o me.

1) v W e s wemwr w st o we ey, @ (o) st wesln @ gfe won f o “wifee vt ol gt snid ¢ Wl afewn waon f e i oo,
wm, #E slty of fewr gn v § s §, 99 “wifee ves e, o, wrewow gl agtre ® o o] sl veiend % e e v e

W i W % fom afeer 9 ovE W e 4o ¥ T T w2 W ¥ P Cwine e T = s

2) A (sodew) oo 1w f Ty @0 am, e w2 sl feew o R oweem € v @ with | gR we w0 venr ) v o o o

"t ” uwn swe rtid w tete v b e e

HUMS |MPRESSION

T
m*m-m l ]A/
AGREEMENT by HOSPITAL (e g %)
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