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DEC|-ARAT0I{ b, APPLICAiIT: qr+(6 lnr $qqr qI:

1 ) I hereby confirm that alt details ln this Form arB True to lhe b€st ol my knovrtedge. Any fals€ slatoment will rendor my Appllcation & ongoing asslslance, lf any,

liable for reiectiodcancellation.
Z) iiofemnfiionnrm tfrat assistrance, if r€csived trom Koshlka Foundaton, will be used only for ths'purpose', as stated in thls Form, for whki such assistanc€

was requested by me.

JiinJrll, *"fi- tna f have not & wi[ not in future, availof reimbursement, in parl or in tull, from any other source/employer/insurance cor]psny, ot th€ amount

1) By amxing my signature or thumb impression on this Form. I I Applicant) hereby

use/publish/put-upkeproduce my name, address, photo & details of the'purpose',

medium, including but nol limited to verbal' print, electronic, for soliciting donation

activities/achievements. Such use of my photo & details can be made by Koshika

,.GREE by APPLIGANT ( !r{r 6(R)

agree & authorise Koshika Foundation and it's TrustEes lo
for which such assislance is requssted/granted' through any

s for Koshika Foundation and/or disseminating information about it's

Foundation before or aftar my traatment or fulfilment ol the 'purpose"

for which assistance is b€ing requested

zJt (eppticano turttrer agreJthaiany such use of my name, address, photo & deialls of tho'purpose', for which such assistance is requestsd/g'antEd'

wltt noi automaticany enifle me for rec€iving or continuing the said assistance. Tho d8cision for g.anting and/or contlnulng thg gssbtBncg wlll r€sl solely

with the Trustees of Koshika Foundation, and their decision is this r€g8rd will b€ final and acceptablg to me.
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By affixing hereunder. signature of ourAuthorised Signatory for recommending this case/palient lor financial assistance from Koshika Foundation. we

for which this assistance is requosted.
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i," presentty nor wilt in-future avail of financial assistance trom anothe. NGo or any other source, for th8 same patienucase' as we are

#or"rr,"o io g"i r.. xosrriia rounoarion]iJ iiJ eirent tnat sucn assrsrance is granted bv Koshika Foundation. lf the requested assistance is not granted
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2) The assrstance fiom rosnira rounoatroiiii-onii tinanciar in riature. rhe choice of the treatment/p.ocedure sdvised/conducted by the Hospital on the
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