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DECLARATION by APPLICA I: qIT(6 !m dlql YII
1) I hereby con,im hal all details in this Form are True to the best ot my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation.
2) I solemnry ;nfirm lhat assistanc€, if rec€ived lrom Koshiks Foundation, will be used only for th€ 'purpos€', as statod in lhis Form, tor which such assistance

was requested by me.
giifru,tUy *nn,i. tir"t I have not & will not in tuture, avail of reimbursement, in part or in tull, from any olher source/employedlnsurance company. ot the amount

for which this assistanc€ is requested.
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AGREEI ENT by APPLICANT ( Bm s.m)
.l) By affixing my signature or thumb impression on this Fo.m, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/pubtish/put-up/ieproOuce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted' through any

mediumt inciuoing bui not timite; to v€rbal, print, electronic, for sollciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Suci use of my photo & detalls can be made by Koshika Foundallon before or after my treat nont or fulrilment ofthe "purpose'

for which assistanc€ is being request€d.

2) I (Appticant) ludher agree that any such use of my name, address, photo & details of the "purpose', lor which such assistance is requested/granted,

*itt noi autor"ticatty enii e me lor receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

I)tqyq7c{qcir6rs{qrci,TAcflEqEnq,{,t(qli<6)qr{s[cfd413E6crtcc'6ifiI6lsrd*lr{!ct{wdqtr'olafvEarrm{frftne,
qdr, qH dn fs-aq F{ vc? { citud t, Ti "qtftrfl'qdt<rS, <l1, qrsll/al lRt B(t{q t Td 'tfrfrH ei( srdFrd * ftri ffi ql rsn qqq

lqfid {d * fttq qnlq.d it vcr Er fruror li twc * cR{ ql rR t 6d + trq "atfrIfi rrrgrl" c <lS qfrqa tl
2) I (qri(6) rq rr( t qf,rd tfr +{I rn, vn, sta dk ftslll d f* rmm * {r{ t ffitl t ni vt: sr'm TI r6fi rfr r'Jrdll $qiq{
"ettr*r' gl srd <rM 6r flliq qtrc lnt <rzr6rt rlnl

By affixing hereunder, signature of ourAuthorised Signalory for recommending this case/patienl for linancial assistance from Koshika Foundation, we

i4 lhe maner

ni qfirfd, r€E[t 41 qk t qrlrd^it 6i "qiiftffir $rrt!r{' i ftrdc T6rq.dr t( ffiI al qrfi l, ffi f,q (rsdld) f<e ron t qrq s d6R 6{t tr

l) qf, f6 i d {{cr{ <ct{ r fr qfrq { frftq xrTirr FF$ lr{ q(drt dlqfi qr tFfr r[-< atr t E(l r},fl/qrqd I rii qr d ri t, *t fli.ci 'EiftIqil 5r3.*m"

(Hospital) hereby affirm & accept following:
it rnlr *" neitner are o.esenflv nor will in future avail ol llnancial assistance frcm another NGO or any other source. Ior the same patienucase, as we are

,Jdiji!,,it i" ilirr"- rilr'iil i"r"J"r,o", i" tr,";xtent that such assistance is granled.by Koshika Foundalion. lfthe requested assistance rs nol granled
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