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1)l hereby confirm thatalldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejectiorrcanc€llation.
2) I solemnly aonfim lhat assistanc€, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistance

was requested by me.
3) I hsr;by conlirfl that I have not & will not in foture, availof reimbursement, in part or in full, from any other source/employer/insurance clmpany, ofthe amou

lor which this assistance is requested.
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By affixing hereunder, signature of our Authorised Sagnatory for recommending this case/patient for financial assistance from Koshika Foundation, we
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plirnti"-U"i"a on in" arrangement berwoen th;patient & the Hospital. and is in no way inlluoncod by Koshika Foundalion. H€nco, th€ Hospital will
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resp-onsiuility of ttre treatment & it's outcome & satety of the pstient, and Koshika Foundation will have no role or responsibility

in the ma(er.
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.1)By afixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

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

activities/achiovements. Such use ol my photo & details can be made by Koshika Foundation berore or after my treatmenl or fulfilment ofthe'purpose'

for which assistanc€ is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is requested/g.anted,

,ritt noi autoriticatty eniitle me for receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assislance will rest solely

with the Trustees of Koshika Foundation, and thei. decision is this regard will be flnal and acc€ptable to me.
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