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1) I hereby confirm hat all details in lhis Form are True lo lhe best of my knowledge. Any false statement will render my Appllcation & ongoing assistanc€. it any,

liable for rejeclion/cancella[on.
Z) t sotimnu lpnnrm ttrst assislance, rec€ived from Koshika Foundation, wiil be us€d only for the 'purpose", as stat€d in this Form. for which such assist6nca
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have not & will not in future, avail of reimbuGement, in pari or in full, from any other source/emptoyer/insuGnce cornpany, ol th€ amount

is requested.
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i)By afiiring my.signature or thumb impression on this Form, I (Applicant) hereby agree & sulhorise Koshika Foundatlon and it's Trustees lo

use/publishfuut-upheproduce my name. address, photo & details of th6 'purpose', lor which such asslstanco ls lequesled/grantod, lhrough any

medium, Inciuding but not limited to verbal, print, electronic, lor solicitlng donstions lor Koshike Foundation end/or dlssemlnatlng lnto.metlon about lt's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundalion beloro or affsr my treatmenl or lumhent olthe'purpose'

lor which asslstanc€ is being requested

2) I (Appticant) tudher agreJthaiany such use of my name, address, photo & delalls o, ths 'purpos€', lor tvhlci such assEtanc€ ls requ$ted/9ranted,

Jitt noi automiticatty enii e me for receiving or continuing the said assistanc€. The dscision fo, granting and/or continuing lhB ssslstancs will rest solely

with the Trustees of Koshika Foundation. and their declsion ls this regard will be final and acceptablg lo me
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Jnirmation essenrlatty stares that the Hospitalwilt not avail any duplicale asslstanceior the sam€ pationt/caas from.sny othsr NGO or any other sourco'

ii iii" iiJiiri"ii f.ri Kosnira Founoatroriii oniy nn"l.rciir in ,iatrre. rhe choice of the tteatrnenuprocedure sdvised/conducled by the Hospitalon lhe

Da ont, is based on the arEngement betw;e; ihe'paireni a tt'E iosprtal, and ls in no way influoncsd by Koshlka Foundatlon. Honc8, the Hospital wlll

ilil:';#;ffi;i;6;il;;;iliit;id;i;"t'i"ni a ii'" ort"o,'i" a ssfety or the patient, snd Koshlka Foundotion will havo no role or responsibllitv

in the matter.
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By amxing hereunder, signature of ourAuthorised Signatory for recommonding this case/patient for financial assistance from Koshika Foundation, we
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