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DECLARATION by APPUCA T qrk6 !m sicqr cr:

1) I hereby confirm trEt all details in his Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liablo f or rBjecliodcancellation.
2) lsolemn[ bnfirm that assistanc€, if received lrom Koshika Foundatjon, will be us€d only for the'purpose', as stated in this Form, for which such assislance

was requested by me.
iiifr",'irty -nn,in fra I have not E will not in future, avail ol reimbursement, in part or in full, from any othor source/employernnsurance company, of the amount

tor which his assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uie/iublish/pufupkeproduce my name, address. photo & details ol the 'purpose', for which such assistance is requesled/grantsd, through sny

medium, inciuding uui not timited to verbal, print, el€ctonic, for soliciting donations for Koshika Foundation and/or disseminating infotmation about it's

activities/achiev;ents. Such use of my photo & details can be made bt Koshika Foundation betore or afier my lreatment or fulfilment of the 'purpose'

fo. which assistanc€ is being requested.

2) I (Applicant) lurther agree that any such use of my name, address, photo & details of the 'purpose", for rYhich such assistance is requested/granted'

;ll ;oi automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard wiil be final and acceptable to me.
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;il;; ;#;;;i"6r""pi,niiuiiiri or tr," tr"armenr & it's outcome & satety ol th6 patlent, and Koshika Foundation will havo no role or responsibility
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