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1) By aflixing mY signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Kgshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name. addross. thoto & details ol the'purpos€', for which such assistance is requested/granted, through any

medium, including but not limited to verbal' print. electronic,lor soliciting donations lor Koshika Foundatlon 8nd/or disssmlnatlng lnformetlon sbout lt'3

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or alter my lreatrnent or fumlm€nt of lhe 'purpose'
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by Koshika Foundation, in Pad or in full, then the HosPital ressrves it's right to make uP the shortfall from another NGO or any oth6r source. This

confirmation esgontially states that lh9 HosPital will not avai I any dupticsa€ assistance for th€ samo Patienucase from anY olher NGO or any other source

2) The assistance fiom Koshika Foundation is only financial in nature. The choice of the reatmenUProced ure advised/cond ucted by the Hospital on the

patient. ls basgd on the arrangem6nt bgtw€8n lhe Patl€nt & lhe Hospilal, and i9 in no YYaY inf,uencod by Koshlka Foundation. Hgncs, tho Hospital will
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