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1) By affixrng mY signature or thumb impression on this Form, I (APPI icant) hereby agree & authorise Koshika Foundation and it's Trustess to

use/PUblish/Pt t'uP/ieproduce my name, address, Photo & detatls of the 'purpose", for which such assistance is req uested/granted, through any

medium, inclUding but not limrted to verbal, Print, electronic, for soliciting donations for Koshika Fou ndation and/or dissemi;aing information about its

activitierachievements Such us€ of mY Photo & dotails can be made bY Koshika Foundation b€fore or after my treatment or fulfilment of the 'purpose

2) I (APPli cant)lurther agree that any such use of mY name, address. Photo & details ol the'purpose', for which such assistance is requested/grantsd'for which assistance is being requestod

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistanc€ will rost solely

with the Trustees of Koshika Foundation' and their decision is this regard will be linal and acceptable to me-
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By affrxing heleunder, signature ol our Authorised Signatory lor reclmmending lhis case/patient for llnancial assistance from Koshika Foundation' we
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2)The assistance lrom Koshi ka Foundation is onlY financial in nature The choice of lhe treatmenUProcedure advised/conducted bY ths Hoapital on the
confi rmation essentiallY

pationt, is based on the arangement between the Patient & the Hospital, and is in no way influenced bY Koshika Fou ndation. Hence. the Hospital will

assume sole & comPlete responsibility of the treatmenl & it's outcome & safety of the Patient, and Koshika Foundatlon will have no rol€ or responsibility
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