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usaipublishipul-upirepraduce my name, sddress, photo & detads of the “purposa”, for which such assistance Is requestedigranted, through any
madium, including bul not limited to verbal. print, sdeclrenic, for soliciling donations for Koshika Foundatian andicr disseminating infarmation sboul it's
petivities/achisvements. Sueh Use of my photo & datails can be made by Koshika Foundation before or after my freatment or fulfilmant of tha “purpose”
for which assistance m being requasted

2} | (Applicant) futthar agres that any such vwe of my neme, sddress, photo & details of the “purposa”, for which such assistance is requesiadigraniad,
will nat automatically entitle me for receiving or continuing the sait sssistance. The decision for granting andior continuing the sssistence will rest solaly
with the Trustess of Koshika Foundstion, and their decision s thiy regard will be final and acceplable 1o me
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mquesting 1o gal from Kosnlka Foundation, 1o ihe gxiont that such assistanoe is granted by Koshika Foundation. if the requesied assistance is not granted
by Koshika Foundation, In partor i full, then the Hospital nessrves i's righl lo make up the shartfall from anolhar NGO or ny other source. This
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in b mating.
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