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1) By affrxing my signature or thumb impression on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for which such asststance is requested/granted, through any

medrum rncluding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
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2)The assistance from Koshlka Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conlplete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility

in lhe matter.
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