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1) I hereby confirm thal all details in this Form are True to the best ot my knowledge. Any false statement will render my Appli6fon & ongolng asslstanc€, i, any,

liable for rejecliory'cancellation.
2) lwlemnly innfirm ttrat assistance, if received from Koshika Foundation. willbo used only for the "purpose', as stated in this Fo.m. for trhldl sudl asslstance

was requssted by me.
aif nirily connrin tnaf I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insu.ance company, of the a

for whlch lhis assisbnce is requested.
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.l) By aflixang my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and lt's Trustoes to

use/publish[ut-uplieproduce my name, address, pholo & detajls of the 'purpose", lor which such assistanco ls .equosted/granted, through any

medium, inciuding but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating iniormation about it's

activitlEs/achievements. Such use of my photo & details can be made by Koshika Foundation before or after rny treatment or fullllmenl of the 'purpose'

for which assistance is being requested
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will not automatically enti{e ma for receiving or continuing the said assistance. The decision for grantlng and/or continuing th6 assistanc€ will rgst solely

vrith the Trusteos of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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presen y nor wilt injuture avail of financial assistance from another NGO or any other source, for th€ same patienucas€, as we are

requ;sting to get from Koshik; Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the requested assistrance is not granted
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in lhe matter.
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