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1) By afixing my signature or thumb impeession on this Form, | (Applicant) heroby agree & authorise Koshike Foundation and Ii's Trustess lo
usa/publishiput-upfreproduce my name, address, pholo & details of the “purpose”, for which such assistance s requesisd/granied, through any
medium, including but not lmited 1o verbal, prinl, etsctronie, for soliclling donatiors for Koghika Foundation andlor digseminating infarmation about It's
activitlow/achievemenis. Such use of my pholo & details can be made by Koshika Foundation before or after my treatmant or fulfimant of the *purpose”
for which assistance |s being requested.
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with thir Trustees of Koshika Foundation, and thelr decision | thls regard will be linal snd stceptable o me.
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requestng to get from Kashika Foundation, to the extent that such assistance |s granted by Kashika Foundation. if the requested assistance is noi granied
by Wonhikn Foundation. in part or in full, then the Houpital resorves It fight 1o make up the shorifall from ancihar NGO o sy olter sourca. This
corfirmation essentiglly states thal the Hospital will not avail any duplicate assistanca for the same patienticass from any other NGO or any other soumce,
2} Tha asalninnce from Koshika Foundation ls only inancial in nolure. Tha choito of lhe restmant/procedute advised/conduciad by the Hospital on the
patient, ks based on the arrangement batwesn the patient & the Hospital, and is in no way influsnced by Koshika Foeundation Hence, the Hospita! will
migume aole & complels repponsibility of the treatment & [t's culcama & safety of the pationt. and Koshika Foundation will have no role or responsibility
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