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1} By affiuing my signature of Ihismb Imgression on this Fom, | (Applicant) hereby agree & sulhorlse Koshika Foundation and il's Trustess 1o
use/publishipul-up/raproduca my name, addrass. photo & details of the "purpose”, for which such assistance (s requestedigranted, through any
medium, including but nat limited to verbal, print, slectronic, for sollditing donationa for Koshika Foundstion andfor dissaminating information about it's
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BEsUMme foke & complets resporsibility of the treatmeant & I's outcome & sefety of tha patient. and Koshike Foundation will 5ave na role or responsibisty
in the mollor.
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