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'l) By aflixing my signature or thumb impression on this Form, I (Appticant) hereby agreg & suthorise Koshika Foundation and it's Trustees touse/publish/put-up/reproduce my name, address , photo & detaits ofthe.pu rpose', for which such assistance is requested/granted, th.ough anymedium, including but not lmited to verbat, print, electronic, tor soliciting donalions for Koshika Foundation and/or disseminating information about lt,sactivitigvachievements. Such use o, rny photo & details can be made by Koshika Foundation berore or after my treatment o. fumlment ofthe .purpose.for which assistance is being requesled
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2)The assistance from Koshika Foundation is only financial in nature. The choice ot the treatmenuprocedure advised/conducted by the Hospital on thepatient, is based on the arangemen t between thspati€nt & the Hospital, ald ls in no way ihfluencgd by Koshika Foundatlon. Hencs. th6 Hospital willassume sole & @mplete responsibi
in th6 matter.
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