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1) I hereby coofirm that all details in this Form are True to the best ol my knowledge. Any talse statement will render my Application & ongcing assistance. if any,

liablg for rejectiory'cancellatjon.
2) I solemnly ;nfirfi that assistEnce. if received ftom Koshika Foundation, will be used only lor tho "purpose". as stated in ttlis Form. for whlch sudt a$l8tanc6

was requested by me.
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presentry noiwirr in"future avail of financial assistance from another NGO or any other source, for the ssme patienvcase, as we are 

.

reou€stino to oet from Koshtka Foundalon, to the extent that such assistance is grant€d by Koshika Foundation. lf the requested agsistance is not grantod
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.t) By afiixing my signature or fhumb impression on this Fo.m. I (Applicant) hereby agree E authonse Koshika Foundation and it's Trustees to
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medium, inciuding bul not limited to verbal, print, ;lectronic, for solaciting donations for Koshika Foundation and/or disSominating info.mation about it's

activitigs/achieve;ents. Such use of my photo & delails can be made by Koshika Foundation before or after my lreatment or fumlm€nt o, tho 'purposo'

for which assistance is being requested.
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with the Trustees of Koshtka Foundation, and their decision is this regard will be llnal and acceptable to me
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