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i ) I hereby confinn that alt details in this Form are True to the best o, my knowledgs. Any fals€ stalement will rsnder my Appli6tion & ongoing asslstanco. if aoy,

liable lor Ejection/cancellation.
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1) By affixing my signature or lhumb impression on this Form, I

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

medium, including but not limiled to verbal, print. electronic, for

activities/achievements- Such use of my photo & details can be

for which assistance is being requested.

2) t (Applicant) fudhe. agree that any such use of my name, address, photo & dotails of the 'purpose'. ,or which such assistance is rEquestod/grantod,

,ri noi automaticatty enii{e me for receiving or continuing the said assistanco. The decision for granting and/or continuing the assistancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this rEgard will bs final and acceptable to mo
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By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assisiance fiom Koshika Foundation, we

in the maner.
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iApplicant) hereby agree & authgrise Koshika Foundation and it's Trustees to

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

soliciling donations lor Koshika Foundation and/or disseminating information about it's

made bt Koshika Foundation belore or afler my treatment or fulfilment of the 'purpose"
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in"trtrre avait of financiat assistance from anolher NGo or any other source, for the same patienucaso, as w€ are

requesting to get from Koshika Founoation, io the extent ttat srcn assistance is granted by Koshrka Foundation' lflhe requesled assistance is not granted
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