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1) By afllxing mY sig natule or thumb imPressi on on tn's Form, I {Applicant) hereby agree & authorise Kos;rka Foundalion and lt's Trustees to

for which such assistance ls requ ested/granted, through any

use/Publishi Put'uP/rePIod uce my name' address, photo E detarls of the "purpose"

elecronlc, for solcltlng donattons for Koshika Foundation and/or dissemi;ating information about it's

activities/achievements Such use of mY Photo & ;ehils can be made bY Koshika Foundation before or after my treatment or lumlment ol the 
-Purpose

medium, including but not lrmrled to verbal Print,

2) l(APPI icant) fudher agree that any such use of mY name. address, Photo & details ot the 'Purpose' , for which such assi stance is requested/granted,
Ior which assistance is being requested

will not automaticallY entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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confirmation esse ntially stales thet the Hospita lwill not avai I any duplicate assistance for the same gatient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatment/Proced re advised/conducted by the Hoapital on the
u

patie nt, is based on the arlangem ent between the Pa tient & the Hospital, andisinnowayi nfluenced bY Koshika Foundation Hence , the Hospital wiu

assume sole & complete responsib ility of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no role or responsibility
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