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1) By afiixing my signature or thumb improssion on this Form l

use/publish/put-upkeproduce my name. address, photo & detai

mcdium, including but not limited lo verbal, print, electronic, lor

aclivitios/achievements. Such use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation arid it's Trustees to

ls ot lhe 'purposei, Ior which such assistance is .equ€sted/granted, th'ough any

soliciting donations for Koshika Foundation and/ol disseminating information about it's

made b; Koshika Foundation before o. afler my lreatment or fumlmenl ol the 'purpose'

for which assistance is b€ing tequestod.

2) I (Applicant) turth€r agree that any such use of my name. address, photo & detailg ol th6 'purpose", for which suci assistance is reque3led'/grantd'

wlll not automalically enti e mg for.ecelving or cont;uing the said assistance. The decision for granting and/or continuing the essistanca lYill rgst solely

with the Trustges of Koshika Foundation, and their decision is this rogard will b€ linal and acceptable to m9'
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wag Gqugsted bY me.
3) I h€fBby cor{im that t havg not & w not in future, avail of reimbursement. in parl or in full, from any other sourca/employorrmsu'enc€ company, ot f|€ Emount

for which his asslstiance is requested
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