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for which assislance is being requGted .. tlrr whtch such agslstancs is requ*tsd./grented,
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1) By aflixing mY signsture or thumb impression on this Form, I (Applicsnt) heroby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/Put.uP/reProd uce my name, address photo & details of th€ 'purpos€', lor whlc'h such assistance is requested/granted, through any
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2l The assistance from Koshika Foundation is only flnancial ln nature. Th€ choice of lie trsatmenUProccdu re 8dvised/conducted bY the Hospital on the

patient, is based on the arrangement b€twe€n th€ Patient & the Hospita l. and is in no way anfiuenc€d by Koshik8 Foundation. Hence , ths HGPital vrill

safety of the Pationt, and Koshika Foundation will hgve no role or resPonsibility

assume sole & complete responsibility of the treatment & it's outcomo
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