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DECLAnAnOI by APPLICANI: r,{d(s ERI dqw !r:
'1 ) I hereby conlirm hat all doteils in hls Form are True to th8 best ol my knowledge. Any fatss statement will render my Application A ongolng assislance. lf any,

liable for rejection/canc€llation.
2) I solemnly i:onfirm that assistance, if r€c€ived from Koshika Foundstion, will be ussd only fo. the 'purpos€', as strated in this Folm, for which such asslstrnce

was requested by me.
giihu,;tcon n that I have not & will not in future, avail of reimburs€ment, in oart or in full, from any other source/employer/insurance cotnpany, of the amoimt

for which this assistance is requestod.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

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

medium, inciuding but not iimaled to verbal, print, ;lechonic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activitievachievemer:ts. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfitmont ot the "purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details of th€ 'purpose", for which such assistance is requestod/grantod'

witt noi automaricatty eniifle 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 acceptable to mo.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation, we

in the matter.
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