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1) By affixing mY signature or thumb imP'ess'on on this Form I (AP plicant)herebY agree & authorise Koshrka Foundatlon and lt's Trustees to

use/publish/Put'uP/reproduce mY name, address photo & details of the 'Purpose" for which such ass istance is requested/gra nted, through any

medium, including but not limrted to verbal Print, eleclronic, fo. soliciting donations for Koshika Foundat ion and/or disseminating information about ifs
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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The assistance frcm Koshrka Foundation is onlY financia I in natuae The choice of the treaiment/Procedure advised/cond ucted bY the Hospital on the

patient, is based on the arrangement between the patient & the HosPita I. and is in no way influenced bY Kosh ika Foundation. Hence, the Hospital willstales that the Hospitalwill not avail any duplicate assistance for the same Patienl./c€se fiom anY
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assume sole & comPlete responsibility of the treatment & it's outcome & safety of the Patien t, and Koshika Foundatio n will have no role or responsibility
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