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1) By afiaing my signature or thumb imprassion on this Form, | (Applicant) keraby agree & authorise Koahika Foundation and it's Trustees 1o
usapublsh/put-upireproducs my nema, address. pholo & detadls of the “purpase”, for which such pasistance i3 requestedigranted, through any
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2) The assistance from Koshika Foundalion ks only financial in nalure. The cholce of the treaiment'procedurs advised/oonducied by the Hospital on he

patienl, s based on the amngemen! between the patient & tha Hoapaal, and i in no way influsncad by Koshika Foundation. Hence, the Hospital wiil

assums sole & completn respansiblilty of the trestment & Vs ouleome & salety of the pallent, and Koshika Foundation will have no roke of responsibility
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