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DECLARATION by APPLICANT rcriqE !m sisqr cr:
1) I hereby contim hat alldetails in lhls Form are True to lhe best of my knowledge. Any false statement will render my Application & ongoing assislance, if any,

liable for rEjecliodcanc€llation.
2) I sol€mnly ;onfirm that assistanc€, if rgceived f.om Koshik8 Foundation, will be used only for the "purpose', as stated in this Form. for which such assistance

was requested by me.
3) I heaby confirm t1at I have not & will not in future, avail ol reimbursem€nt, in part or in tull, from any othgr source/employer/insurance company, of the amount

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) he.eby agree & authorise Koshika Foundation and it's Trustees to

usei publish/put-upi reproduce my name, address, photo & details ol the "purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for sollciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can b€ made by Koshika Foundation betore or after my treatment or fulfilment ofthe "purpose'

Ior which assistanca is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', IOr which such assistance is requested/granted,

witt noi automaticatty eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and thgir decision is this regard wlll b€ final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/palient lor finarcial assistance from Koshika Foundation, we
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treai'ient a it's outcome & salety ot ths patjent. 8nd Koshika Foundalion will have no role or responsrbilitv

in the metler.
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