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1) By affixing my signature or thumb impression on this Form' I (Applicanl) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upi reprod uce my name, address, photo & details of the 'purpose'' for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, etectronlc, lor soliciting donations ior Koshika Foundation andior disseminating inlormation about it'6

aclivitles/achievements. Such use o, my photo & detaits can b€ made by Koshika Foundation before or after my treatnenl or tumlment d the 'purposo'

lor which assistanco is being requested.
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By affing her€under, signature ofour Authoris€d Signatory lor recommending this case/patient for tinancial assislanca from Koshika Foundation, we

(Hospitai) hereby afrm & accept following:. thrt we neilher are oresentlv nor wtll in future avail ol financial assistsnce frcm Snother NGO or any other sourca. fgr lhq s€mo patisnuca8o, as.wg a'e 
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