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1) I hereby confirm hat all details in thls Form are True to the best of my knoltedge. Any false siatement wlll render my Applicatlon & ongoing assistanca, if any,

liabl€ for rejsction/canc€lhtion.
2) I solemnly clnfirm that assistance, if rec€ived from Koshika Foundation, willbe used only for the'purposo', as stated in this Form. for which such assistance

was requ6ted by me.
3)l her;by confirm $at I hav€ not & will not in lutur€. availof reimbursement, in part or in tull, ftom any other source/employsr/insurance company, ot the amoufit

for whlch this assistance is requested.
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1) By afllxing my signature or thumb impression on this Form, I (Applicant) hereby ag.ee & authorise Koshika Foundation and it's Trustsqs to

uielpuOtistriput-uptreproduce my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted, through any

meaium, inciuAini Oui not limited to verbal, print, electronic, for solicitng donations for Koshika Foundation and/or disseminating inlormation about it's

activiti€s/achieve;ents. Such use of my pholo & details can b9 made by Koshika Foundation betorg or after my treatment or fumlmen! o, the 'purpose'

for which assistanc? is being requosted.

2) I (Applicant) further agree that any such use ot my name, address, photo & details ofthe'purpose', tor which such assistance is requested/granted,

witt noi automaticatty entitle me for receiving or @ntinuing 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 lhis regard will be final and acceptable to me'
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presently nor witl in-Iuture avail ol financial asslstance hom another NGO or any other sou.ce, for the same patienvcase, as we are

lquesting to get from'foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation, lfthe requested assistance is not granted
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