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OECLARATION by APPLICANT: iqri<6 Em slqlll !-{:

1)Ihereby mnfirm that alldetails in this Form are True tolhe besl of my knowiedge. Any talse stalement willrender my Appllcatlon & ongoing asslstance if any,

liable for rejectiodcanc€llatbn.
Ztii"i"rnfii""im ifrai issistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in thls Form, for which such assistance

was requested by me.
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1) By affixing my signature or lhumb impression on this Form. I iApplicant) hereby

use/publish/put-up/reproduce my name, address, photo & details of the'purpose",

medium, includinq but not limited to verbal, print, electronic, for soliciting donation
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agree & authorise Koshika Foundation and it's Trustees to

for which such assistance is requested/granted, through any

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

Foundation before or after my treatment or fulfilment ol the 'purpose"

Ior which assistance is being requested.

2) I (Appticant) further agroJ thal any such use ol my name, address, pholo & details of the 'purpose', for which such assistance is r€quested/granted,

wilt noi automaticatty enti[e me for receiving or continuing the said assislance. The decision for granting and/or continuing the assistancl will rsst solgly

with the Trustees of Koshika Foundation, and their decjsion is this regard will b€ tinal and acceptable to mo.
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By aflixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance irom Koshika Foundation, we
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rdquesting to get trom Xoshiki Foundation:to the extent thal such assistance is granted by Koshika Foudation, lflhe requested assistance is not granted

bv Koshika Foundation. in pan or in tu[, th;n the Hospital reserves it's righl to m;ke up the shortfalt kom anolhsr NGO or any other sourc€. Thls
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2) The assrslance lrom foshika Foundatroriis only financial in nature. The choice of the treatment/proccdlre advised/conducled by ths Hospital on the
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o"t"u"n th;patient & the Hospital. and is in no way influenced by Koshika Foundation Henc€, the Hospitalwill
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in the matter.
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