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1) I hereby confirm hat alldetails in this Form are True to the best ofmy knowledge. Any lalse statement will .ender my Application & ongoing asslstance, if any,
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,l) By afiixing my signature or thumb impression on this Fo.m, I (Applicanl) hereby agree & authorise Koshika Foundatioo and it's Truslees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for whlch such assistance is requesled/granted, through any

medium, inciuding but not limited to verbal, print, €lectronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or alter my treatmenl or fumlment otthe'purpose'

for which assistanca is b€ing requested.
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me for receiving or continuing the said assistance. The decision lor granting and/or continulng the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is thls regard will be llnal and accoptable to me.

l) yq rr, w,r{i rkllm qr ii,r} d clc aqy6{, d (qlt<6) qY{ srcfn d sfr 6RI tCc'qfttil 5EB{rl qt{ Bs* qffid " 6l efuqi 6(dI tfr t{ rlc,

c , qH qt{ sl tuqlq is cq-r { dE( t, Ed "6ifir6r'qqlqr6, qr{, q"-{vqr (si 
"(kq 

t VA ''fdfrfrd lik 3cotud + ffi ffi qlq{R qlqq

t rqfii cli + fu qtutrrr tr li vcr 6I ffq{q it rsrq d qrd qr lr< i t,ri + R'q "61frI6Ivru*tl" cand qtu5tt tr

2) l (qriqn) $mts6a1{f6tttrn,va,qtd eh lixq si fd srlTdr * i1irqI i vffi t nt RiI: rnnri rrl rlr<R ?fr rlmr vssis{
"aiRmr'gleed altml 6I f fq lqf q qt slqdrt dnl

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for llnancial assistance lrom Koshika Foundation' we

(Hosprtal) hereby affirm & accept following:
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5irr.i *fu C aorpfute r€sp;nsibility of the tre.trn€nt & it's oulcome & safety ot lho patient, and Koshika Foundation wiil have no rol€ or responsibility
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