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lor which assistance is being requested. a,, f6r which such assistanc€ is roquested/granted,

2) I (Applrcanr) fudher agree lhal any such use of my name' address' photo & details of the 'purpose"' lor which such assistano
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ent between the Patient & the HosP ital. and is in no way influenced bY Koshika Foundation H€nce' the Hospital will
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& safety of the Patient, and Koshika Foundation will have no role or responsibilitY

assum e sole & complete responsa bility of the treatment & it's outcome
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