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1 ) I hereby confim that all details in lhis Form are True to th€ best ol my kno$/edge. tuy hlse statdnefll wifl render my ApplicatJon & ongdng assistance, if any,
liable for pjectiorrcancellation.

2) I solemnly confirm that assislance, if,eceived from Koshika Foundadon, wlll be us6d only foi tie 'Flrposo', Bs stated in this Form, for s,hki such assistiahca
was requested by me.

3) I hereby confinn that I have not & will not in tuture, avail ot reimbu.soment, in part o. in full, from any ohor sourc€/Bmdoysr/insuranca cortlpsny, of ths amoiJnt
for which this sssistance is rgquest€d.
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'l ) By aflixing my signature or thumb imFession on lhis Form, I (Applicant) hereby agree & suthorise Kochika Foundation and it's Truste€s to

use/publish/put-up/reproduce my name, address, photo & detalls ol the 'purposg', lor whlcrl sucfi saslstance 18 roquested/grantcd, through any

medium, including but not limited to t erbal, prinl, electronic, fo, soliciting donations tor Koshika Foundation and,lor disseminaling information about it's

aclivities/achiovgments. Such us€ ol my photo & details can b€ made by Koshika Foundatlon b€fore or aftor my troatment or futfilment of the 'purpose-

,or whrch asslstance is being requested.

2) I (Applacant) furlher agree that any such use of my name, add.Ess, photo & delail3 ofths'purposg', for which such assistanca is requesled/g.antod,

wiil nol automatically sntille me for r9c€iving or cutinuing th€ said assistanca. The decisiin for grEntir€ and,/or coilinulng the assistrance will resl solely

with the Trustees ol Koshika Foundation, and their decision is this rcgard will bs final and Eccsptrabls lo m€.
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By af{ixing he.eunder, signalure of ourAuthorised Signatory for recommending this cas€/patienl for financial assistance from Koshika Foundation, we
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.

rdquesfing to get kom t<oshik; Foundation, to the extent that such assistance is g.anted by Koshika foundaton. lflho requested assistance is not granted

bvkoshik; Fo-undation, in part or in full, then th€ Hospital res€rvos it's right to m,ks up ths sho.tfall ftom another NGO or aoy other sourc€. This
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cioice oflho beatrnenuprocodure sdvisod/conducted bv lh€ Hospital on th€
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