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DECLARAIO by APPUCA T: rcr+(6 Em dcqr vr:
1 ) I hereby confrm that all details in this Form are True to the best ot my knowledg€. Any false statement will render my Applhation & ongoing assistance, it any,

liable for rejection/cancellation.
2) I solemnly confrm fiat assistance, if received ftom Koshika Foundation, willb€ used only for the 'purpose", as stated in this Form. for whici such assistgnce

was requested by me.
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tf,af f have not & wilt nol in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, ol fle amount

for which this assistance is requested
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i ) By afflxing my signature or thumb impresslon on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustoes lo

use/pubtish/put-up/reproduce my name, address, photo & details ol the 'purpose", for which such assistance is requested/granted' through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can b€ made by Koshika Foundation belore or after my trgatment or fulfilment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose", for which such assistance is request€d/g.anted.

wi noi automaticatty enti e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis case/palient for financial assistance from Koshlka Foundation, we

(Hospital) hereby aftirm & accepl followingi
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rJquestin! ro get from foshik; Foundation:to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

iv-i"iiiiil i"'*d"ii"". in part or in tult, then the Hospitat reservos it's right to m;ke up the shortfallLom another NGo or any othsr source. This
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st;tes that the Hospital will not avail any duplic€is assistance ior the sam€ patienucaso from any other NGO or 6ny other source'
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