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1) I hereby confirm thal alldelails in lhis Fom are True to lhe best of my knowledge. Any false stalement will render my Application & ongong assistance, if any,

liable for reiection/cancellation.
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1) By affixing my signalure or thumb impression on this Form, I

use/publish/pufupreproduce my name. address. photo & detail

medium, including but not limiled lo verbal, print, electronic, for

actavities/achievements. Such use ol my photo & details can be

(Applicanl) hereby agree & authorise Koshika Foundation and it's Trusiees to

s of the "purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about its

made b-y Koshika Foundation belore or after my treatment or tumlmsnt ofthe'purpose'

for which assistance is being requested.

2) I (Applicanl) further agree that any such use of my name, address, pholo & details of the "purpose', for which such assistance is requested/granted'

wilt nol automatically entitte me tor receivrng or continuing the said asiistance. The decision for granting and/or conlinuing the assistance will rest solely

wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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palient, is based on the a,rangement between the'patienl & the Hospital. and rs in no vray lnf,uenced by Koshika Foundation' H€nc8' tho Hospitalwill

assume sole E complete responsibiliry ot l;; lreatmenl & il's outcome E safety of tne patient and Koshika Foundatron will have no role or responsibilrty
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8y affixrng herer.rnder, signature of our Authorised Signatory for recommending this case/patient tor financial assistance irom Koshika Foundation, we

in lhe matter.
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