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DETLARATION by APPLICANT: ST T WY S
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1) By affixing my signature or thumb impression on (his Form, 1 (Applicant) hereoy agree & authonse Koshika Foundation and its Trustees o
use/publishiput-uplreproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
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By affing hieteusder signature of our Authansed Sigratory for recommanding his casalpatient for franoiat assstance from Koshika Foundation, we
{Hospital) heretiy affirm & accept following

1} that we neither are presenlly nof will i utiers avall of Tnancisl assistance from another NGO or any other source, for the same patenlcase, a5 we are
raquesiing o get from Koshika Foundation, to the extent that sich assistance |s granted by Koshika Foundation, If the requested assistance b5 nol granted
by Kashika Foundation, in part of in full, then the Hospital reserves iUs right (o make up the shortial! from another NGO or any olhes source. This
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