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1 ) I horeby @nfirm hal all details in $is FOrm are True to the best of my knowledge. Any hlse statement will r€nder my Application & onooing a$eistian6' il any'

,,Tt3'[*fffi#T,HgH;ce, ir rocatved lrcm Koshika Foundation, witt b€ used ontv ror the 'purpose', as st]aGd ln ttu For , br whldr sudr a8sHsnce
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1) Bv afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ils Trustees to

f; which such assistance is requested/grantgd, through anv

ii,1li"I,*l;'ilfri"i",.ill,l?'."iiJTr" ,* of my name, addre6s, phoro & delairs of rhe 'purpose', for whrch such assistarc€ rs rsqu$t€d/erant6d,

wi1 not automaticalry entiue .e to, ,ece,",ni-oi tniinr-rng t;,u 
""io ""iistance. 

Ttre declaion ior granting and/or mntinuing the sssistance will r33t solely

with the Trusteos of Koshlka Foundation, a;d thoir declsi;n is tttis regard will b€ linal and ac{aptable to me'

r) rs yqr q rccl rgu( qr ii,rt d uq rrna, { (qli<6) qr{ {tqft d ffr qrm tqd "dfim sdfir< dt( 6{* qr*ql ' +1 qfrq! t6cr i[fr ft m'

*,'+a ,*. A m* o vqa il rlftr t, st "ctRr+r" qq qrd, lrr' dfivql $i a*xc t gd fdFM 4k sqoF{ql * H FrS { rsr qqq

t tetfiit rli + frq qft{il tr ti vll cr Rcrtl ii vorq * crA ql rR i c,{i * ft{q'riftr;I srrC{r' c qr* afrq!

2)d(ritt<6)rgmis[Tdtfdfuqrq,m,$ia9t{fiq{"Irif{{[rq-*3(trcltffiitntrnl:{rlrrfl5rBE6{iotarrwsdq{

use/publislJput-up/reproduce my name, address, photo & details of the'Purpose',

medium. inciuding but not llmitsd to verbal. print, Blectronic. for sollciting donations for Koshi ka Foundation and/or dissemlnatjng intomation about i{s

activities/achievements. Such use of my photq & details can be made by Koshika Foundation before or after my treatment or fumlment ol the 'purpose'
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By affixing hereunde r, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) hereby aff rm & accept following

that we neither are presently nor will in future avail of flnancial assistance frcm another NGO or any other souacs, for the s€me patienucase, a$ wo ara

requesting lo get from Koshika Foundation, to the extent that such assistrance is granted bY Koshika Found ation. lf the requested assistance is not grante1) d

in the matter.
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The assistance from Koshika Foundation is only financial in nature The choics of the Ueatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement betwsen the Pa tient & the l-lospital, and is in no way influencod by Koshika Foundation. Hence , thB Hospital wlll

assume sole & comPtet€ responsibility of the treatment & it's outcome & salety of tho Pati6nt. snd Koshika Foundation will have no role or responsibility
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