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DECLARATION by APPLICANT: SMe% T Wy w;

1)\ nerefy confirm that all detalls in this Form are True o the best of my knowledge, Any false statement will rendar my Application & ongaing assistance, if any,
libia for rejeciion/cancellation.

21 | solemnly confirm that essistance, f recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

‘wis requested by ma

3} | hareby confirm that | have not & will ot in future, avall of reimbursemant, In part or in fulf, from any other source/employeriinsurance company, of the amount
far which this assistance = requesied.
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1) By affixing my signature of thumb Impression on this Form, | {Applicant) hitrehy agres & authorise Koshika Foundation and It's Trusiees io

usalpubiish/pul-up/iraproduce my name, address, phota & details of 1he “purposa’, for which such assistance is requestad/granted, through any

miedium, Includng but nat limited 1o vertial, print, stectranie, for soliclting donations for Koshika Foundation and/or dlsseminating information about it's

acthvities/achievements. Such use of my photo & detalls can be made by Koshika Foundallon before or after my treatmant or fulfiment of fha *purposa”
for which assistance is being requested.

£1 1 (Applicant) further agroee that any such use of my name, address, photo & details of (he “purposs”, for which such assistance s requesiadigranted,
will not automatically entitle me for recelving or confinuing the said assistance. The decision ler granting andior conlinuing the assistance will rest solsty
with tha Trustess of Koshika Foundation, and their decision i3 this regard will be final and acceptabla 1o me.
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By affixing hereundar, signature ol our Authonsed Signatory for recommending this casa/patient for financial assisiance from Koshika Foundation, we
{Hospital) hereby sffirm & aocep! following:

1} that we nelther are presantly nor will in future avall of financial assistance from another NGO or any other source, for the same patient/case, a5 we ana
requasting to ol from Koshika Foundation, la the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granied
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