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1) By afllxing my signature or thumb impression
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will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will ;$ solely
with the Trustees of Koshika Foundation, and their d€cision is this regard will be rinaland acceptable to m6.
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on this Form. I iApplicant) hereby agree & authorise Koshika Foundation and it,s Trustees to
, photo 6 details of the 'purpose', lor which such assislance is requested/granted, through any
electronic, for soliciting donations for Koshika Foundalion and/or dissemjnating information about it,s
delails can be made by Koshika Foundation before or after my treat nenl or fulfitment of the "purpose"
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assume sole & compl€te responsibility of the treatment & it's outcome & safety of lhe patient, and Koshika Foundation wiii have no role or res'ponsioility
in the matter.
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