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DECLARATION by APPLICA T: ert<6 E{t Silqr cx:

1 ) I hereby confm lhat all detalls in his Form are True to the best ot my knowledge. tuly false statement will rendsr my Application & ongoing assistance, lf any,

liable for rejectiodcancellation.
Zf liof"."fii""ni, mat assistanca, if received from Koshika Foundation. will be used only for the 'purpose', as stated in this Form. ior whicfi such assistsnc€

was requested by me.
jiiriJi-uv-Jl-"ii, tfra f have not & wi not in future, avail of reimbuGement. in part or in tull, from any other source/employer/insurance company, ot the a

torwhich this assistance is requested.
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1) By atfixing my signature or thumb impression on this Form' I

use/publish/pul-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use cf my photo & details can be

for which assistance is being requQsted.

2) I (Appticant) further agree that any such use of my name, address. photo & details of the 'purpose", for which such assistance is rsquestgd/grant€d'

witt not automaticatty enii e me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the sssistanca will rest solely

with the Trustees of Koshika Foundation, and thsir decision is this regard will b€ linal and accaptabl€ to me.

r) vs rq-d c{ qci 66,m qr dr} ql crq 6qs(, d (!cr+<o) lcrfi srcfr d fE a,m tq{'qlftrcr srd*n1 qt ffi* qrtr '61 qf$ .5'r I (fr +q rq'

v<r,qldst{slfd{{qwcc?{dft-dt,d"qiRrfl"wIqrs1,<n,qgrvcqIsiBfi{qtE'drfrfriqqfini{"q-dFrql+mffi*v{Rclqc
i sffia 6{i * frq qftq-d tl lt r!? 6I frq{q ll YdIq * wd qr n< i ort * ftq'ctfiIfi $lT}q-{' c qr* qft$ tr

2) d (.f,r+E6) re qn t sErd (f6 +{ qrq, r , c sk t{crr sl fr {Errdr d s<t{d i vfih * ti ear qlFfi[ 6r Ut5qr 1fi Trlrill wsiq{
'attr+" qqr€-6 qfisd fi frdq qfdq slR irqfirt tlqlt

By afiixing hereunder, signature of our Authorised signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we

in lhe matter.
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iApplicant) hereby agree I aulhorise Koshika Foundation and it's Trustees to

i of the 'purpose', for which such asslstance is requested/granted, through any

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

made bt Koshika Foundation before or after my treatment or fulfilment of the 'purpos€"
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