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1) By atfixing mY sign alure or lhumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it s Trustees to
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medium, including but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its
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conlirmation essenliallY states that the Hospital will not avail any duPlicaie assistance for the samE patienl./caso from any
any other source. This
othe. NGO or any other sourceby Koshika Foundation in Part or in full, then the HosP ital reserves it's right to make uP the shortfall from another NGO or
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assume sole & complete rcspons ibility of the treatment & its outcome & salety ol the patient. and Koshika Foundation will havs no role or responsibility
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