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1) By affrxrng mY signature or thumb impre ssion on thrs Form, I (Applicant) hereby

use/publish/Put-uP/re produce my name, address, photo & details of the'purpose",

medium, including but not limited to verbal, Print , electronic, for soliciting donations for Koshika Foundatron and/or disseminating information aboul it's

activaties/achievemen ts. Such use of mY Photo & details can be made bY Koshika Foundation bsfore or after my trEatment or lulfilm€nt ol the "purpose"
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2) The assistance from Koshika Foundation is only financ ial in nature The choice of the treatment/Procedure advised/conductod bY the Hospital on the

patient, is based on the arrangement between the Patient & the Hospita l. and is in no way influenced bY Koshika Foundation. Hence, the Hospitalwill

assume sole & complete resPonsibi lity of the keatment & it's outcome & safety of the Patient, and Koshika Foundation will have no role or responsibilitY
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