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1) By affaing my signature of thumb impression on this Foem, | {Applicant) hereby agree & authorise Koshika Foundation and It's Trustees to
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2} (Applicant) further agroe that any such use of my name, address, photo & details of the purpose”, for which such assistance is requestedigranted,
wil not aulomatically entitie me for roceiving or continuing the said assstance. The decision for granting andior contineaing the assistance will rest solely
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2) The assistance from Koshika Foundation is only fmancial in nature, The choice of the teaimentiprocedure advisediconducted by the Hospital on the
patent, is based on the amangemant betwoen the pation? & the Hospitad and is in no wary Influenced by Koshika Foundation. Honce, the Hospital will
assume scle & complete responsilty of the troatment & i % cuicome & safoty of the pationt. and Koshika Foundation will have no role o responsibiity
in the malter
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