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1) I hereby cofltirm that alldetails in thls Form are True lo the best of my knowledge. Any false statement vvill render my Application & ongoing assistance, if any,

liable for.ejectiory'cancellation.
2) I solemnly;onfirm lhat assislance, if received from Koshika Foundation, will be used onlylor $e'purpose", as stated in this Form, for which such assistance

was requested by me.
3) I her;by confirm that I have not & will not in future, avail of reimbursement, in palt or in full, from any other source/employsr/insurance clmpany, of the amount

for which this assistance is requested.
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AGREEMENT by APPLICANT ( Em 6'{n)

1) By affixing my signature or thumb impression on this Form, I (Applicant) horeby agree & authorise Koshika Foundation and it's Trustees to

use/publishfiul-uplreproduce my nam€, address, photo & details of lhe 'purpose', for whlch such assistance is requested/granted, through any

medium, inciuding but not llmited to vsrbal, p.int, ol€ctlonic, for sollcltlflg donations for Koshika Foundation 8nd/or disseminating information about it's

activities/achlevements. Such use ol my photo & detalls can be made by Koshika Foundation berore or after my treatrnent gr fulfllment ofthe'purpose'

for which assistance is being requestad.
2) I (Appticant) turther agree that any such use of my name, address, photo & details ol the 'purpose', tor which such assistanc€ is requested/granted,

wifl noi automatically enti e m€ for receiving or continuing the said asslstance. Th€ declslon for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision is this regard will bo llnal and acceptabl€ to ms.
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st;tes that the Hospital t{ill n;t avail any duplic€ie assistanc€ for the samo patienucase from any other NGO or anv other source'
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By affixing hereuoder, signature of ourAuthorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we

in the matter
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