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for which assistance is being requested'
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1) By affrxing my signature or thumb imPress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

use/publish/Pu t-up/reproduce mY name, address, pholo & details of the'purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, Print, eleclronic. for soliciting donations for Koshika Foundation and/or disseminating information about rt's

activities/achievements Such use ol mY Photo & details can be mads by Koshika Foundation b€tore or after my treatment or fulfilmen t of the 'purpose'
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confirmation esseniially states that the Hospital will not avai I any duplicate ass istance for the same Pat ienucase lrom anY other NGO or any other source

2) The assistance lrom Koshika Foundation is only financial in nature. The cho ice ot the treatrnonuproced u.€ advised/conducted bY the Hospital on the

patient, is based on the arangemen t between the patient & the HosP ital, and is in no way influenced bY Koshika Foundation Hence , the Hospital will

assume sole & complete resPonsibili ty of the treatment & it's outcome & safety of the Patlent, and Koshika Foundation will have no role or rosponsibility
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