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I hereby mnfirm that all dotails in this Form ars True to lhe bsst o, my kllorvledg€. Any false slatemont will render my Appllcation & ongohg assistanc€, lf any,

lhble for rejection/cancellation.
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & detail

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

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

for which assistance is being .squ€stsd.

2) I (Applicant) lurther agreC that any such use of my name, address, photo & d€tails of the 'purpose', for whlch such sssistanc€ is requested/g€nted,

jtt noi automiticatty entile me for receiving or condnuing the said assistanco. The decision lor granting and/or continuing th€ sssist6nca will r€3l 3ol6ly

with the Trustees of Koshika Foundation, and thek docision is this regard wlll b€ final and acceptabl€ to me.
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Byaffixinghereunder,signatureofourAuthorisedSignatoryforreclmmendingthiscase/patientforlinanc
ial assistance from Koshika Foundation, we

(Hosprlal) hereby affirm & accept tollowing:
iff5;;;;,,h;r;;; pr"""niry'noi *,rL,n"rrtrre avait of financial assistance from another NGo or any othor source, for th6 same patient/cas€, as we a'e

reouestino to oet lrom Kosnrb roundation, io tlh; extent that such assistance is granted by Koshika Foundation. lflhe requested assislance is not granted
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2) The assistance from xosnrka rounoatroriis only financial in ;ature. The choice of the treatrnenuprocedure advised/conducted by the Hospital on the

Darient. is based on the ananqement oetweei ih"'p"ii"ni a tr" iorpit"l, and is in no way influen;d by Koshika Foundation Honcs, th€ Hospltal will
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in the matter.
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iApplicant) hereby agree & authorise Koshika Foundation and il's Trustees to

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

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

made b, Koshika Foundation before or after my treatment or fulfilment of the 'purpose'
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