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2) I (Apptrcant) lurther agree thal any such use ol my name. address. pholo & delails of lhe purpose . for t{hich such assistance rs requested/granl6d,
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with lhe Truste6s ol Koshika Foundation, and lheir decision is lhis regard will be final and accsplable to me
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8y allixing hereunder. signature ot our Authorised sQnalory lor recommendrng thls case/patlenl lor llnancial assrslance from Koshrka Foundaton. we
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use/publish/pul-up/reprodlce my name, address. photo & detai
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(Applrcanl) hereby agree & authoflse Koshika Foundation and il s Truslees lo

ls ol lhe "purpose . lor which such assistance is requesled/granled. through any
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patient. is bas6d on the alangement betwee; th;pal;nl t lhe Hospdal. and rs in no way influenced by Kosh'ka Foundalion Hence lho Hospilalwrll
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orrcore & safety of lhe patienl. and Koshika Foundation will have no role or responsibrlity

in lhe mallel
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