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DECLARATIOT{ byAPPLICAIT: qriq6 Em qqqr vr:

1 ) I hereby confirm hal all details in tiis Form are True to the besl of my knowledge. Any false statement will rsnd€r my Appllcation & ongoing assbtance. if any,

liable for rejectiodcancallalbn.
Z) iiofemnty iontirm trat assistance, if rec€ived ftom Koshika Foundation, will b€ ussd only for the 'purpose'. as staH in thls Form br whldr sucfi asslstiance

was requested by me.

iiir,e,tOi*nni. tf,a f have not & wi nol in tuture, avail of reimbursement, in parl or in full, from any other source/employer/insurance company. ot the amount

for which this assistance ts requested.
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1) By affixing my signature or thumb impression on thls Form, I iApplicant) hereby agree & authorise Koshika Foundalion and il's Truste€s lo

use/pubtish/puLup/reproduce my name, address, pholo & details of the 'purpose'. for which such assistance is requested/granted, through any

.eOir., incLoing tuf not timited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€fore or aft€r my treatment or fullllmsnt of the 'purpose'

for which assistance is being requesled.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assislance is requsslgd/grant€d,

witt noi automaticatty enti e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancl wili rsst solgly

with the Trustees of Koshika Foundalion, and their decision is this regard will be finsl and acceptable to m8.
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hosprlal) hereby affrrm & accept lollowrng
itinlt,rl n",tni, 

"r" 
presenllynor wilt in'future avail of financial assistance from another NGo or any other scurc€, for the same patienucas€, as we are

,Jqreiting ro get fro. fosnili founaation, io ifre extent that such assistance is gGnted by Koshika Foundation. llthe requested assistance is not granted
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states thar the Hospital; not avail any duplicaie assistancs for the sam€ pationucase from any oiher NGo or 8ny oth€r source'
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in the matter.
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