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1 ) I hereby conlim that all dehils in hls Form are True to the besl of my knowledge. Any hls€ statemenl will rcnder my Application & ongolng 88slstance, if any'

liabls for lgjoctiodcancellation.
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it rr"efr"a mm Koshika FouMation, will b6 ussd only for tt€ 'purpose', as stated ln this Form. tutr whldr 8udr 88si€lance

was nqu€sted by me.
ilTf-iloy-iinfi tra I have not & wilt not in tuhrre, avail of rsimbursemont, in parl or in tull, ftom any other source/emdoy€r/insrrrance comp€ny, of lhe

for which Uris assistance is requestod.
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'!) By aflixing my signature or thumb impression on this Form' I

us€/publish/put-upkeproduce my name, address, photo & detai

medlum, including but not limited to verbal, print' electronic, fo.

activitles/achievements. Such use ol my photo & details can b€

for wftich assistancs is being reque3tod.

z) I (Appticant) tudher agreJ srat any such use of my name, address, photo & d€laib ot lhe 'purpose', lor whidr such assistance is reque3ted/granbd,
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"nuue 

me for recoiving or continuing tho said assistance. Tho decision tor granting and,/or contlnulng th€ assistan6 will rest solely

w1h the Trusteos oiKoshika Foundation, and thoir decision is this regard wlll be linal and accoptabls to me.
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By afixing hereunder. signature of our Authoris€d Signato,y for recommending this case/patient lo' financial assistance from Koshika Foundation, we

(Hospital) hereby afrrm & accept following:
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presently nor will in-future avait ol financial assistance from another NGo or anl othor sourc6. for lhe sam€ Pstionucas6, aa.we aro 
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(Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

ls o[ the 'purpose", for which such assistance is requested/granted, through any

sollciting donatlons tor Koshika Foundation and/or dlsssminatlng informatlon about ifs
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