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1) By affixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, lor

activities/achievements. Such use ol my photo & details can be
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The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard witl be final and acceptable to me
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1) that we neither are presently nor will in future avail ol financial assistance frcm another NGO or any other source, for the same patienucase, as we are
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