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1) I hereby confirm that altdetails in this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing assistanc€, if any,
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1)By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

uselpuoristrlpuiuplreproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

meoium, inciuoing bui not limited to verbat, print, electronic, for sollciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & detaits can be made b, Koshika Foundation betore or after my treatrnenl or futfihent ol the 'purpose'

for which assistance is being requested

2l I (Appticanr) further agreithai any such use ol my name, address, photo & details of the 'purpose", for which such assistance is requested/granted,

witt noi automaticatty enii e me for receiving or continuing 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 this regard will be final and accaptable to me.
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By affixing hereunder, signalure of ourAuthorised Signatory for reclmrhending this case/patient lor financial assistance frcm Koshika Foundation, we
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ijq'rllrirs ii ;"iri".'ioirtiii rounaarion, to the extent that such assistance is granted by Koshika Foundation, lflhe requested assistance is not granted

ur-io"nir,i ro"una"mn. in Dart or in full, th;n the Hospital reserves it's right to m;ke up the sho.tfall ftom another NGo or any other source. This
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iiir.i *ru a *rpf"te resp;nsibitity of the treatment & it's outcoms & satety o, the patient, and Koshika Foundation will have no role or responsibility

in lhe matter.
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