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1) By affrxing mY signature or thumb imPressio ; this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trust€es to

use/publish/PuLuP/reProduce my name, address, Photo & details of the "purpose , for which such assistance is requested/granted, through any

medium. including but not lim(ed to verbal, Print, electronic, for soliciting donatrons for Koshika Found ation and/or disseminating information about it's

activitieVachievements. Such use of mY Photo & details can be made by Koshika Foundation before or after my troatment or futlilm6nt ol the 'purpos€'

2) I (ApP licant)lurther agree that any such use of mY name, address, Photo & details ol the'purpose", for which such assistance is requested/grant6d,for which assistance is being requested

will not automatically entitle me for receiving or continuing the said assistance The d€cision for granting and/or continuing the assistanca lvill rost solely

with the Trustees of Koshika Foundation' and their decision is this regard will be finaland accePtable to me
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By affixing hereunder, slgnature of our Authorised Sign atory for recommending this case/patient lor llnancial assistance from Koshika FoundStion' we

(Hospatal) herebY affirm & accept following
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n nature. The choi ce ol the treatmenuprocedure advised/conducted bY the Hospital on the

patient, is based on the arrangsme nt between the Patient & the Hospital. and is in no way influenc€d bY Koshika Foundation. Hence, lhe Hospital will
?)

assume sol€ & complete responsibi lity of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility
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