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DEGLARATIoN by APPLIoANT: !flr+(s 6{ dq![ rd:
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing assislance, if any,

liable for rejection,fcancellation.
2) I sotemnly ;onfirm that assistance, if received from Koshika Foundation, will be used only for the'purpose', as stated in this Form, forwhich such assistanco

was requested by me.
Siine,,by -nn,in tt'ut I have not & will not in tuture, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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.l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

uie/publistrlput-upireproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electrooic, for soliciting donations for Koshika Foundation and/o. disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or afrer my treatment or fulfilment ofthe "purpose'

for which assistance is being requested,
2) I (Applicant) fudher agree thai any such use ot my name, address, photo & details oI the 'purpose', for which such assistance is requested/granted,

wi noi automaticatty entiUe me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees oI Koshika Foundation, and thek decision is this regard will be final and acc€ptable to me.
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By aflixing hereunder, signature ofourAuthorised Signatory for recommending this case/patient for financial assisiance from Koshika Foundation' we
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niquesting to lei from'Koshika foundation, to the exlent that such assistance as granted by Koshika Foundalion. lflhe requested assiotance is not granted
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i6nRrmation essentiatty states that the Hospitat will n;t avail any duplicaie assistance tor the same patienucase hom any other NGO or any olher source
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resp'onsibility oI thi treairienic it's outcome a safety of the patlent, and Koshika Foundation will have no role or responsibility

in the matter.
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