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1) By affixing my signature or thumb imptession on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose". tor which such assistance is requested/granted, through any

medium, inaluding but not limited to verbal, prin t, eleclronic, for soliciting donations for Koshika Fou ndalion and/or disseminating info.mation about its

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullilment ot the 'purpos€'
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2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatm enuproced ure advised/conducted by the Hospital on th8conflrmat ion essentiallY states

patient is based on the arrangement between the Pat ient & the Hospital, and is in no way influenctd by Kosh ika Foundation. Hence , the Hospital will

assume iole & complete responsibility of the treatmen t & it's outcome & safety of the Patient, and Koshika Found ation will have no role or responsibility

in the matter.
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