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'I ) I hereby mnlim hat all detiails in his Form are True to lho besl of my knowledge. Any false statement will render my Applicatioo & ongglng assistanco, it any,

lhblo for B/oc{on/cancsllaltun.
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was requested by me.
3) I heAby confiin ttat I have not & will not in future, avail of reimbursement, in part or in tu

,or whidr this assistanca is requested.
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'l) By afiixing my signature or thumb lmpression on this Form, I

uEe/publish/put-up/reproduce my name, address, photo & detai

msdlum, lncluding but not limited to verbal, print, electronlc, for

eclivides/achiev€ments. Such use ot rny photo & details can be

lor which assistanca is being requestsd.

2l I (Applicant) funher agree- hai any such use of my nam€, address, photo & details ol the 'purpose', for which sudl a$btanca is requost€d'/grsnt6d'
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me for rlceiving or continuing the sakt asaishnce. Th€ dedslon for granting and/or contlnuing hs assistanco will lB3t sol€ly

with the Trusteos of Koshlka Foundatlon, and their decision ls this regard will b6 flnal and accaptabl€ to mo.
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.

JJ"Hffi ft;ifffi'ffiiil"" iir,ilJrr"", i" ti,i 
"xtenr 
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cinirmaton essentiatty states ttrat the xostliral will n;t avail any duplicaie assistance ior ttre sam€ pa0onvca6€ trom any oihgr NGO or any oth€r Soutca'

iiit e aiiisrance froni Koshika Foundatio;isonty financrat in nature. The choice ot lhe tteabnenuprocedure advrs€d/conducbd by th€ Hospitral on the

patient. is based on the arr"ngement u"t*lei it"'p"i"^i I iii" io"plt"t, and is in.no way influencsd by Koshlka Foundatlon. Honc€, th€ Hospnalwill

lisume sote a comptete resp-onsibitity ot tiJ tr"rlri"nia ii'" out.oie & sarety of th6 patient. and Koshiks Foundation will havo no role oI c8ponsibility

in tho matter.
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(Applicant) hereby agree & authorise Koshika Foundalion a.rd it's Trustaas lo

is of the 'purpose', for which such assistance is request€d,/grantsd, through any
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