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1) By afflxrng mY signature or thumb imPresspn on this Form. I (APplicant) hereby agree & authorise Kosh'ka Foundation and ifs Trustees to

use/Publish/Put-uP/rePro duce my name, address photo & dotaits of the 'Purpose" for which such assistance is rcquested/granted, through any

medium, including but not limited to verbal, Print, electronic, lor soliciting donations for Koshika Foundation and/or disseminati ng information about Its

activities/achievements Such use ol my photo & detai ls can be made bY Koshika Foundation belore or aft€r my treatment or fulfilment oI th€ 'purposo

2) I (Applicanl) ludher agree that anY such use of mY r,ame, address, Photo & details ol the'Purpose', for which such assrstance is requested/granted'
for which assistance is being requested

will not automatically entitle me for receiving or continuing the said assistance. Th€ decision lor granting and/or conlin uing ttre assistance witl rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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essentiallY states that the Hospital will not avail any duPl icate assistance lo r the same Patienuca se from any other NGO or any othgr source
by Koshika Foundation

2l The assistance from Kosh ika Foundation is only financial in nature The choice of th€ featmenUProcedure advisedi conducted bY the Hospital on the
conrlrmation HosPtul will

patient, is based on the arrangement between the Patient & the Hospita l, and is in no way influenced bY Koshika Folndation. H€nce, the

assume sole & comPlete resPonsibi lity ol th€ tr€atment & it's outcome & safety of the Patien t, and Koshika Foundation wlll have no role or responsibility
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