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DECLARATIoi{ by APPLICANT qr+(6 E{I dcqr I1:

1 ) I hereby confirm that all details in this Form are True to the best of my knowledge. Any Ialse statement will .ender my Appllcaf,on & ongoing asslstancs, i, any,

liable for rejectiodcancellation.
Zt liofu-nfy-i"nnrm traiassistance, if received from Koshika Foundation, will be used only for the 'purpose', as staled in this Form, icr which such assistanca

was requesled by me.
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1) By afilxing my signature or thumb imprcssion on this Form, I

usei publish/put-up/reproduce my name, address, photo & detail

medium, including bul not limiled lo verbal, print, electronic, for

activilies/achievements. Such use of my pholo E details can be

for which assistance is being requeslod

2) I (Appticant) tudher agreJthat arly such use of my nam€, address, photo & d€tails of the'purpose', for which such assistance is requested/grantsd'

jtt noi automaticatty entifle me for ieceiving or continuing the said assistance. The decision for granting and/or continuing the assistanco will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ fin6l and acceptable to mo.
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By affixing hereunder, signature ol our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation. we
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presen y nor wilt in-luture avait of financial assistance from another NGo or any other source, for the same patienucase, as we are
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c6nnrmation essentiatty st;tes that the Hospitalwill nol avail any duplica[e assistanceior the same patienucas€ Irom any othor NGO or any other source'
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