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1) By sfiixing mY signatu re or thumb imprgssion on this Form, I (Applicant) hereby agree & suthori se Koshika Foundation and it's Trustees lo

use/publish/Put-uP/reProduce my name, address. photo & details of the 'Purpose". for which such ;ssistance is requested/grantod, through any

medium. inctuding but not limited to vorbal, Print. eleclron ic, lor soliciting donations lor Koshika Foundation and/or disseminating inlormation about its

activities/achievements. Such use of my Photo & details can be made bY Koshika Foundation before or after my treatment or fumlment ol the 'purpose'

for which assislance is bsing rgquested. . r-.^n- ^fiha 
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2) The assistance from Koshika Foundation is only financiai in nature The choice ol the treatmenu procedure advisedi conducted bY th

patient, is based on the arrangem€nt b€twesn tho Pstient & the HosP ital, and is in no way influonced by Kosh ika Foundation. Hence, ths Hospilalwill

assume sole & comPlete responsibility of the trestment & it's outcome & safety oftho Patient, 8nd Koshika Found ation will have no rol€ or responsibilitY
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