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

such assistance is requested/granted, through any

use/Publish/P ul-up/reproduce mY name, address
ika Foundat ion and/or disseminating information about its

medium, including but not limiled to verbal, Print,

activities/achievei"rlen ts. Such use of mY Photo & details can be made by Koshika Foundation before or afler my troatment or fulfilment ol the'purpose

2) I (App licant)lurther agree that any such use of my name, address, Ph oto & details of the "purpose', lor which such assistance is requested/grant€d,for 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 assistance will rest solely

with the Trustees of Koshika Foundation, and thek decision i! this regard will be llnal and acceptable to me
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by Koshika Fo!ndation, in Part or in full, then the HosPital reserves it's right to make uP the shortfall from another NGO or any other source. This

confi rmation essentiallY siates that the HosPrtat will not avai lany duplicate assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatmenuproced ure advised/conducted bY the Hospital on the

patient, is based on the arrangement between the Patient & the Hosp ital, and is in no way influenced bY Koshika Foundation. Hence , thB Hospital will

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