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11By aflixrng my signature or thumb impression on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and rts Trustees to

use/publish/put-up/r'eproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medrum lnciuding 0ut not limrted to verbal, print. electronic, for solrcrting donations for Koshika Foundation and/or disseminating information about it's

activitres/achrevements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"
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with the Trustees of Koshika Foundation and their decision is this regard will be final and acceptaDle to nte.
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AGREEMENT by HOSPITAL (6qdm gm 61R)

confirmalion essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source

2).The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the 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 Foundation will have no role or responsibility

in the matter.
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