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1) I hereby confirm hal all dehils in lhis Form are True to the best of my knowledge. Any lalse statement will ronder my Appllcation & ongoiru assistahce. if any.

liable fo( r€joclion/cancellatiotl.
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1)gy afilxing my signature or thumb impression on this Form, I

use/publish/put-upheproduce my name. address photo & detail

msdium, including but not limited to verbal, print, elocronic, lor

aclivitievachi€vements. Such use ol my photo & details can be

for which asslslance is belng requested.

2) I (Applicant) furthor agree that any such use of my n8me, address, photo & detalls olths'purpose', to( whidl suctt 8s3islanc€ ls requosted/granted'

*ltt noi ,rto.iti""tty uniite me for receiving or continuing the said assistanca. The decision for g.anting and/or conlinulng tho a$islianca wlll rest lolgly

with the Truste€s of Koshika Foundation. and their decislon is thls regard will be final and accoptabl€ to m0.

r) 1g yqr c{ qci rgm qr d'r} +1 grq a'r6(, i (qrt<6) !n-* {reft al fe qrm tqd'ciftn srC}rn qt{ Es+ q*ql ' +i affi rrm (fr it m,

mr, qu t cl frqlq rs yqe { dfrr l, zd "clfrmr, qd{ qrd, {{, Tfl/ql $t <t{q t Ya ,'fdfqfi.ql qh dcaiqql + Ei ffi c1 vm qqq

i rq'ft 6d * frrq qfr{i tr ii Fz cr Fc{oI tt rcrc * rrd ql m t uti + frq "dft61 srdlsr' c ans afr$ tr

2) I (fltG) vs rn i xffd ( f6 *{ rlq, q-ar, qta ,!f,t( f{dcr rt fe wrm * qlrd i ffitir t Xt sn: I{tIc $I f,6fi r0 <{llill !s sd.I {
"61firfl' {cI rFS <lffsd cr fiotq ofirq qt llqqrt ti'nt

By aflixing h€reunder, signature of our Authorised Signatory for recommending lhis cass/patient torti.ancial a6sistancg f.om Koshika Foundation, we

(Hospital) hereby affirm E accept following.
it tlrit we neither are oresentv nor will in future avail ol flnancial assistancs from another NGO or any othoa squrc6, fo, the same pafonucase, 8s we are 
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treatrnent & it's outcome & sslety ol the pati€nt, and Kchlka Foundalion will havo no rol€ ot responsibilitv

in the matter
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(Applicant) hereby agree & aulhoriss Koshika Foundation and it's Trusteer to
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