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1} By afiixing my signature ar thumb impression on this Form, | [Applicant) heraby agree & aulnorise Koshika Foundation and i's Trustees to
use/publishipul-upireproduce my name, address, photo & detaiis of the “purpose”, for which such eesislance Is requesiedigranied, through any
medium, including but not limited to verbal. print. electronic, for soliciting denations for Koshika Foundation andior dissermninaling Information aboul it's

activitiesfachievements. Such use of my photo & detally can be made by Koshika Foundation belore or after my treatment or fulfilmant of the ‘purpose”
for which assislance s baing requestod

21 | {Appilcant) turther agree that any guch ugse of my name, address. phioto & delaits of Ihe "puipose’. lor which such assisiance s fequestadigranied,
will not automatically entitle me lor recelving or cantinuing the said assistance, The declgion lor granting andror confinuing 1he assistance will rest solaly
with Ihe Truslees of Kashikd Foundation. and neir decision is this regard will be final and acoeptable ko me

I} RO W e S W e e, (s mmﬁﬁm{ﬁ"ﬁm:mﬁm:ﬁr'mdam“-ﬁmqmrm{hﬁum,
m.maﬂ:imnmﬂﬂhtﬂ'iﬁwmm.m.mmwia’q&wwqil'ﬁmnfmi s wwmid & fmd el & v aem

W e W o sfieg W v w fer o @l e i e a s s 4
1}ﬁmﬂmF.rluimtﬁwn.mu‘mﬂtmitmﬁmﬂmtqﬁm:mmmnﬁmunﬂ'Hﬂ

“wi " s T i W AR s s ot m

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
SRR W W W S W P

AGREEMENT by HOSPITAL (w=mm g s
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