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DECLAIiATIOII by APPLICAilI: rflt(r A{I dsqr vrr
'1 ) I hereby conffrm that all delails in this Form are True to [le besl o, my knowledge. Any ,alse strtement will r€nd€r my Application & ongoing asslstanco, if any.

liable ror rejection/cancellation.
2) I solemnly ionfirm that gssistance, if received trom Kgshika Foundation, will be used only for the 'purpose'. as stated in this Form, for which sucft Essistance

was requested by me.
3) I hereby confirn that I have not & will not in future, avail of reimbirsement, in pador in full, from any olher source/employer/insurance comiany' of the amoun

for which this assistance is requested.
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l) By afilxing my signature or thumb impression on this Form, I iAppticant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/pubtish/pulup/reproduce my name, address, photo & details of the "purpose', for which such assistance is roquested/granted, through any

medium, incir.rding but not timiled to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or aftor my koatment or futfilment ot the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree thal any such use of my name. address, photo & details of the 'purpose". lor which such assistanca is requestsd/grantsd,

;ill noi automatica y entitle me for receiving or cohtinuing the said assistance. The decision for glanting and/or conlinuing the assistancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this r€gard will be final and accoptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financaal assistance from Koshika Foundation. we
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presenfly nor wrlt iniuture avait of financial assistance lrom another NGo or any other sourc€, lor lhe same patisnucase, as we are 
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iJqr"ifing fo gul l.r'Xoshik; Foundation, t; the exlent lhat such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted
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in lhe matter.
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