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DECLARATION byAPPLtCAt{X qr&(6 g{ dlqr !-i:
1) I hereby confirm that all delails in this Fom are True to lhe besl o, my knowledg€. Any false statement will render my Appli6ti & ongoing assistanco, if any,

liable for rejectiodcancellation.
2) I solemnry ;nfim that assistahce, if receivod from Koshika Foundatlon, will b€ usgd only for the 'pu.pose', as stated ln thls Fo.m, for which sudt asslstance

was requested by me.

Siihe,it"onfirm fh"t f have not & will not in future. availof reimbursement, in part or in lull, frorn any other source/employer/insurance company, of lhe amount

for which ihis assistance is requestsd.
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1) By aflixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's T.uste€s to

uselpubtistrlput-uplieproduce my name, add.ess, photo & detaili of the 'purpose". for which such assistance is requested/granted, through any

medium, including bul not timited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about its

aclivities/achievemenls. Such use of my photo & delails can be made by Koshika Foundalion before or aftar my Featment or fulfilment of the 'purpose'

for which assistance is being requosted.

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

witt not automaticatty entile me for receiving or continuing lhe said assistance. The decision for grantjng and/or continuing the assistance 'nill rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to mo.
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;;il;#-[;;i"i" r"ipi,"iitiiiti oitt" treatment & it's outcome & safety of the pationt, 8nd Koshika Foundation will have no role or responsibility
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