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1) By afilxing my signature or thumb impressi on on this Form, I |Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/PUblish/PUt-up/rep.oduce mY name. address. photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium. includ ing but not limited to verbal, print, e c, for soliciting donations for Koshika Foundation and/or disseminaling information about it's
lectroni
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requesting to get from Koshi ka Foundation, to the extent thal such assistance is g ranted by Koshika Foundation. ll the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the HosP ital reserves it's right to make up the shortfa lltrom another NGO or any othor souace. This

confirmation essentiallY states that the Hospitalwill not avail any duplicate assistance for th€ same Patienucase from any other NGO or any other source

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

ment between the Patient & the Hosp ital, and is in no way influenced bY Koshika Foundation. Hence. th8 Hospital will2)

assume sol€ & comPlete responsibility ol the treatment & its out@me & safety of the Patient, and Koshika Foundation will have no role or responsibilitYpatien t. is based on the arange
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