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I hereby conllrm hat all details in his Form are True to the best of my knowledge. Any fals€ statement will render my Appllcation & ongolng asslstance, if any,

liable for rejection/cancellalion.
Zliiofemnliionnrm Uat assistanc€, if received ftom Koshika FoundaUon, wilt be us€d only for the 'purpose', as stated In this Fom for whkh sudl assistanc€

was requested bY me.
3) I hereby confi;m thal I have not & will not in future, avail of reimbursement, in part or in tu

for which lhrs assistance is requestod.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance frcm Koshika Foundation, we
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in the matter.
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rApplicant) hersby agree & authorise Koshika Foundation and it's Trustees to

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

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation before or after my treatment or fulfilment of the "purpose'

cdr, qtd qt( d fccror Es cqz d rlfrn t, Tt 'qiRr6l' qq <T{, <rr, qq-arqr $t Ett{c t EE rftfrftd 3t{ 3cRM + ffi ffi cl v{r qqc

t ynta 6{i + Fdq qfr-{'d tr it ccr 6l fisror it Tdrq * qrd qr cq i 6{t * frq'dfirr rr+fsr' c 4S qFrqa tr

2) d (qr+(6) gs q( t {Erd tf6 to w, va, ntz} 3lR fuqlq si fr rI0rdr + s(rql i nFh I li sar slr.r rn rq'<R lA i|lt rVq sis {
'oifrror" qsl JsS <tfirql 6r FFtq qtdq dn clqdrt dryt

'1) By afiixing my signature or thumb impression on this Form' I
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for which assistance is being requestsd.
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wilt noi automatically eniitle me for receiving or cont;nuing the said assistance. The decision for granting and/or continuing the assistanca will rest sololy

with the Trustees of Koshika Foundation, and their decision is this rggard will be final and acceptabla to me.
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