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DECLARATTOI by APPLICA T qi<s E(l sisqr c1:

'l) I hereby confirm hal all dehils in this Form are True to the best o, my knorrledg€. Any false statement will render my Application & ongoing assistance, if any'

liable fo. I€j€clion/cancallatron.

a iili".i"ri-lii n^ ttr"i assistancc. it rEceiveo from Koshika Foundation, will be us€d only for the 'purposo', as stated in this Form. for which suci assistance

was requerted by me.
ilTfiJ,l-Oii-"rni" tta I have not & wi not in tuture. avail of reimburs€ment. in part or in full, from any other source/Employer/insurance companv, of tho amount

for rlhich this assislance is requested.
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(Applicant) hereby agroe & aulhoriss Koshika Foundation and it's Trustoes to

ls ofthe'purpose', lor which such assistance is requested/granted, through any

soliciling donations tor Koshika Foundation aM/or disseminating informatoo sbout it's

made bi Koshika Foundation belore or atter my treatrnent or fumlment ot the 'purpose'

1) By affiring my signature or thumb impression on this Form' I

use/publish/pu1-up/reproduce my name, address. photo & detai

medium, including but not limited to verbal, print electonic, for

activities/achievements. Such use of my photo & details can be

for which assistance ls being requested.

2) I (Applicant) tudher agree that any such use ot my name, address, photo & details ol the 'purpose'. lor v,hich such asslstance is requosted/granted,

witt noi automaticatty enite me for receiving or continuing the said asiislanc€. The decision lor granling and/or @ntinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision is lhis regard will b€ linal and accaptable to me.
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AGREETIENT by APPLICANT ( qri<6 r 6T{)

ql+(s + ql d$ 5I frrm
APPLICANT'S SIGTIATURE OR LEFT THUMA IMPRESSIO'{

AGREETIENT by HOSPTTAL (f,{qiTf, lRI 6{rI)

B alli hereunder alure ol utho l1sed sis atory tor recomm d ing th ts case/patient foI fin n cial assista nce from Kosh ika Foundation
v ng s I

( Hospital ) hereby atfi rm & accepl lollo ingi
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