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1) By amxing mY signatu re or thumb imprcssion on this Form' I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/Publi shi puLuP/reProduce mY name, address, Photo & details of the "Purpose" , for which such assistance is requested/gra nted, through any

medium, including but not limited to verbal, print, electronic' for sol iciting donations for Koshika Found ation and/or disseminat ing information about it's

activities/achievements. Such use of my Photo & details can be made by Koshika Foundalion before or after my lreatment or fulfilment of the 'PUrPose

2)t(Applicant) further agree that any such use of mY name, addless, Photo & details of the 'PurPose' , for which such assistance is requestod/granted'for which assistance is being requesled

will not automaticallY entitle me lor receiving or continuing the said assistance The decision lor granti ng and/or conti nuing the assistanca will rest solely

with lhe Trustees of Kosh ika Foundation, and their decisi;n is this regard will be final and acceptable to me
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By aflixing hereundel, signature of our Authorised Signatory for recomm ending this case/patient for financial assistanc€ lrom Koshika Foundation' we
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The assistance from Kosh ika Foundation is only financial in nalure The choic€ of tho treatmenUProced ure advised/conducted bY the Hos pital on the

ement between the Patient & the Hospital' and is in no way inf,uenced bY Koshika Foundation Henco , the Hospital will

patient, is based on the arrang
nsibility of the treatment & it's outcome & safety of ths Patient, and Koshika Foundation will have no role or responsibility
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