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1) Bv aflixing mY sig nature or thumb impression on this Form, I (Applicant) hereby agr€o & airthorise Koshika Foundation and it's Trustoss to

use/publish/put-uP/reProd uce my nams, addr;ss, photo E details of lho'PUrPose" , for which such assi stance is request€d/granted, through any

medium, including but not limited to verbal, Print electronic for soliciling donations for Koshika Found ation and/or dissemi;aling information about il's

activities,/achievements. Such use of mY Photo & details can be made bY Koshika Foundalion before or after mY treatment or fumlment ol th€'Purpose'

2) I (Applicant) lurther agree that any such uss ol mY nam6, address, Photo & details ol lhe "purpose", for which such assistance is requested/granted,
for which assistance is being requesled

will no! automatically entitle me for receiving or continuing the said assistance The decision fot granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be final and acceptable to me
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assume sole & complete r€sponsi treatment & il's outcome & safetY of the Patient, and Koshika Foundation will have nO role or r€sPonsibility
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