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1) By affixing my signature or thumb impression on this Form, t (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-uP/reProduce mY name, address, photo & details of the 'purpose ", for wh ich such assistance is requested/granted, through any

mediu m, including bul not lamited to verbal, print' electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it
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activities/achieveinents. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fulfilment oI the'purpose
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co nfi rmation essentiallY states that the Hospital will not avail any duplicate assistance for the same Pati ent/case from any other NGO or any other source

2)The assistance kom Koshika Foundation is only financial in natu re. The choice of the treatmenUProce dure advised/conducted bY the Hospital on the

patien t, is based on the arrangem6nt betwoen the Patient & the Hos pital, and is in no way inf,uenced bY K;shika Foundatlon Hence, the Hospital will

assume sole & complete respons ibitity of the treatment & it's outcome & safety of the Patient, and Koshi ka Foundation will have no role or responsibilitY
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