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2) I (Applicant) lurther agree lhat any such use of my name. address. photo & details of the "purpose". for which such assistance is requ€stgd/grant€d'
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with the Trusteos of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatm€nuProcedure advrsed/conducled bY the Hospital on the

patient , is based on the arrangement between the Patient & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assume sole & complete resPonsibility of the treatment & it's outcome & safety of the patient and Koshika Fou ;dation will have no role or responsibility
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