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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for
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assumF sole & comDlete responsibility ol uJ tr""iti"ni C ir'" o,t"o'ie & safety of the patient and Koshika Foundation will have no rols or respon6ibility

in the matter.
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1) By afflxing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address. photo & detaii

medium, including but not limiled to verbal. print, electronic' for

activities/achievements. Such use of my photo & details can be

for which assistance is being requestsd.

2) I (Applicant) furth€r agree that any such use of my nam9, addrgss. photo & details of the 'purpose', lor which such assistance is requgsted/granted'

will not automatically entitte me for receiving or continuing the said assistance. The decision for granting and/or continuing the Sssislance will rest solgly

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and accaptabl€ to me'
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

l of the "purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation belore or after my treatment or fullllment of the "purpose"

30-11-2024

Af..ctt

En rlreinniu-sl bf KosHlxA Fout{DATlotl srnfro llqi'r h


