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1 ) I hereby confirm hat all details in this Form are True to the best of my knowledge. Any false stalement will rendgr my Appllcation & ongoing assEtance, i, any,

liable lor rejectiory'cancellation.
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jilli.L1,-lir-ni,i ttr"iai"i"tance, tt r"""ivud from Koshika Foundation, will be used onty for the "purpose", as stated ln this Form. for which such asslstan@

was requested by me
3) I hereby confrm that I have not & wi not in future, availof reimbursement. in part or in full, from any other source/employer/insurance company, of the aniount

for which this assistance is requesled
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made by Koshika Foundation before or after my lreatment or fullilment of the'purpose"

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

use/publish/put-up/reproduce my name, address, photo E detail

medium, including bul not limited to verbal, print, electronic, for

activities/achievemenls. Such use of my photo & details can be

fo. which assislance is being requested.
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witt not automaticatty eniite me for receiving or cont'inuing the said assistance. Th€ decision for granting and/or continuing the assistancl will rsst solely

with the Trustees of Koshika Foundation, and their dgcision is this regard will be final and acceptable to mo.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

in the matter.
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