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DEGLARATION by APPLICAiIT: q*{fi ET{ dqqr yrl

1 ) I hereby confirm lhat all details in this Form are True to the best ol my knowledge, Any lalse statemenl will render my Applicalion E ongoing asslstance, tf a.ly,
liable for r€jectiory'cancellation.

2) I solemnly confirm that assistance, if recsived frcm Koshjka Foundalion, will be used only for lhB 'purpoEo', 6s stated ln hls Form, for whldr sudr assbbnco

rvas requested by me,

3) I her;by confiin lhat I have not & y{ill not in tulure, avail ol relmbuEement, in part or in full, from any other source/employer/insuranc€ compsny, ot lh6 amount

for whlci this assistance is requested.
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1)By affixing my signature or thumb impression on this Form, I (Applicant)hereby agres & authorise Koshika Foundatlon and its Truste6s to

use/pubtiswlut-up/ieproduce my name, address, photo & detalls of the "purpose', for which such assistance is roquested/granted, through any

medium, inciuding but not limited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling informatlon about it's

sctivitieJachieve;ents. Such use of my pholo & details can be made by Koshika Foundation beiore or after my treatment or lulfilmsnt ollh6'purpos6'

lor whlch asslstance is being requested.

2) I (Applicant) further agree that any such use oi my narne, address, photo & details of the'purpose', lor whlch such assistance ls requesled,/granGd.

wltt noi automafica y enti|e me for receiving or continuing the sald assistance. The decision for grantlng and/or continulng the asslstanco wlll rsst solely

with the Trustees of Koshika Foundation, and their declsion is this regard \/ill be final and acceptable to me.

l) $ ysr c{ .iqci a€lc11 qr q'1| q1 Erq 6'rfi, t (3n+rfi) qr+ T{qfd +1 If l.rat tcs "ElRrfl $rt*rr qt{ B{-+ :qrfrd ' 4i qE{.d 6tit tft t! dq,

q-<r,.rnlzl et( d tc-q{'l s{ rqr { {i&n +, Tt "rif:rfl" q1qffi, {r, qr{{7qr {si qtrq * n$ fftlird et{ 3rdF{ql + f<i ffi{vsnqeq

t rRrR-( 6{i * fdq qft{f, tr * lqz *r fe-d{q 'rt {drq * c'd cl qrE i E'd * isq .qrftm srcdm" s ar$ afrrg tl

2) d (:qr*<6) Es q( * Tdcn ti6 ft m, qm, qla dR &s{rr d f6 q'6r,rdr s sltlli t il}h t 5* E(: {6mdr et ro<R rrfi rrmt rs q*{

"+itm'qqrr* mM fl frltq iqfdq olk arw66 6*, 1,

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

* ffirrt sr sfd m ftflr

By affxing hereunde( signalur" of ourAuthorised Signatory for recommending thls case/patient for financlal asslstance from Koshlks Foundatlon' w!
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c6nfiimation essentially st;tes lhat the Hospitalwill not avail any duplicaie assistance for lhe same patienucase from any olher NGO or 8ny ohersoutce.
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