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1) Bv aflixing my signature or thumb impression on this Form, I (Applicant) hereby

use/Publi sh/put-up/reproduc€ my name, address' photo & details of ths 'Purpose"

medium, inciuding but not limited to verbal, p.int, electronic, lor soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation before or after my treatment or fulfl'ment of the 'pu rpose'
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1) that we neither are presently nor will in luture avail of linanclal assistance from another NGO ot any other source, for the same patienl/case. as we arc

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not grante
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assistanco for the sam6 patienucase from any other NGO or any other source

2)The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/cond ucted by the Hospital on the

atient, is based on ths anang €m€nt between the Patient & thg Hospital, and is in no way influsnced bY Koshika Foundation. Hence, the Hospitalwill

of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no role or responsibility
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