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1) | haratry confirm that ol details in this Form are True o the best of my knowledge. Any false slatement will render my Application & cngoing

liable for rejectionicancedation. R,
2 | salarmly confirm thol assistance, i received from Koghika Foundation, will be used only for the *purpose’, s staled in this Form, for which such B
was raguested by me:
) | bty canfirm 1hat | bave not & 'will notin future, avall of reimbursement, in part o in full, from any oiher sourca/empioyedinsurance company, of tha
for which mis assisiznce is requested.
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1) By aflixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorlse Koshikn Foundation and It's Trustees lo
usepublishiput-uplreproduce my name, address, phoio & detads of the “purpose”, for which such assistance s requestedigraniad, theaugh any
medium, including bl not limiled to verbal, print, electronic, for soliciting donations lor Keshikes Foundalion andior disseminaliig information sboul s
aotivities/schievemants. Such use of my photo & details can be made by Koshika Foundation before or afier my treatment or fuifilment of the “purpose”
for which assistance is being requested.
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will not autamatically entile me fof recaiving o continuing the said sssistance. The decision for granting andior continuing the assistance will resi solely
with tha Truslees ol Koshika Foundation, and thelr decision is this regard will be final and acceptable v me
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By affixing hersunder. signaiure of our Authorised Signatory Tor recommending thie caseipatient for financial 2ssistance from Koshika Foundation, we
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by Koshika quauqn.mpmumfun.mmwmun'g@mmwmmﬁﬂmmmmuw other source. This
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