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in this Form are rrue to the best ot mv knowtedg.. Anv tarse shtemenr wirr rsnder my Appri-tion & onsorng assisranca, ir any,
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1) By afflxing my signature or thumb impression on lhis Form, I
use/publish/pulup/reproduce my name. address, photo & detai
medium, including but not limited to verbal, print, electronic, for
activilies/achievemenls. Such use ot my pholo & detaits can be
lor which assistance iS being requested
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requesling to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. It the reby Koshika Foundation, in part or in full, then lhe Hospital reserves it's right to m;ke up the shortfall from another NGO o
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confirmalion essentia lly stales that the Hospital will nol avail any du plica te assistance for the same patienucase from any other NGO or any othor source2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenUprocedure advisedlconducted by the Hospital on thepatient, is based on the arrangement between th6 patient & the Hospital, and is in no way influencod by Koshika Foundation. Hanc€, the Hospital willassume sole A complet6 responsibility of rho t
rn the matler

realment & it's outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility
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