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1} | hersby condirm Ihat s details in this Form are True 1o the best of my knowsedge. Any false stalemant will render my Application & ongaing assistance, # any,
lable for ation

2) | selemniy confirm that assstance, I moslved from Koshiks Foundation, will be used only for ihe “purposs”, as staied In this Form, for which such assisiance

WS reguasied by me
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1) By affiming my sgnatue or thumb impressian on (his Form, | (Applicant) hereby agres & aulhorse Koshike Foundation and i's Trustees i

usalputiieh/pat-uprapeaduce my name, address, phote & cetalls of the “purpase”, for which suth assstance is requestedigranted, through any

medium. including bul nol limided 1 verbal, print, electronic, for saliciting donalinns fnr Koshika Foundation andlor disseminating iformation about I1's

artvitiesfachmvements, Such use of my photo & oeiails can be made by Koshika Foundation beions or after my treatment o fulfilmant of the “purpose’
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2) | thpplicant) further agres thal sny such use of my name, address, photo & details of the "purposa®, for which such assistance s requestedigranted,
will nal automatically entitle me for receiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
wiih the Trustees of Koshika Foundation, and (heir deciion m this regard will e final and acoapiable io me.
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By affixing hersundar, signatune of our Authonsed Signatory for recommanding this case/patient for financial assistance from Koshiks Foundstion, we
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assumme sole & complats responsibility of the treatment & It's cutcome & safety of tha patient, and Koshika Foundation will have no role or responsibility
in the matter
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