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1) | herely confirm that all detalls in this Form are True to the best of my knowledge. Any false stalement will render my Appilcstion & ongoing assistance, if any,
lisbves for rejection/canceliation.
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1) By affizing my signalure or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundstion and If's Trusiess o
use/publishipul-upfreproduce my name, address, phoio & detalls of the "purpesa”. for which such assistance is requestedigranted, through any
medium, inchuding but net limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating Informaticn about it's
activitesiachievemants. Such use of my photo & details can be made by Koshika Foundation befors or after my treatmant or fulfiimant of tha “purpose”
fior which essistance s being requested.
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wilh the Trustees of Koshika Fourdaticn, and thair decision is this regard will be finsl and acceptabls to me.
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By alfiuing hersunder, signature of our Authorised Signatory for recommending this case/patient for finencial assistance from Koghika Foundafion, wa
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