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1] I hareby conlirm thal al detalls in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing asststance, if any,
llsbie for refectionicancelation.

2] | selpmnly confirm that assistance, f recelved from Koshika Foundation, will be used only for the “puipose”, as stated In this Form, for which such assistancs

wirs requesisd by me,

3) 1 herety confinm that | have not & will nod in future, aval of reimburssrmant, in part of in full, from any other source/smployerinsurance company, of the amount

for which this assistance is requested
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1) By aflang my signature er thumb impression an this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and i's Trustees [o

use/publishipul-uplreproduce my name. address, photo & datatls of the “purpasa®, for which such sssistance is requesied/grantad, {iwoisgh any
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1) that we neither ane presently nor will in future avall of financial assistance from anothar NGO or any other source, for the same patient/case, as wo Bre

requesting 1o gel from Koshika Foundation, to the extent that such assistanca is granted by Koshika Foundation, If the requestad assistance is nat grani=d
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in tha maltar
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