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1) I hereby mnfrm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appllcatjon & ongolng asslslanca, if any,

liable Ior rejeclion/canceilation.
Z) iiofernffionn- tfrat assistance. i[ received from Koshika Foundation, will be used only for the "purpose', as sleted in this Form. for $'hich such assisiance
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1) By afiixing my signature or thumb impression on this Form, I rApplicant) hereby agrae & authorise Koshika Foundation and it's Trustoes to
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medium, inciuding but not limited to verbal, p.int, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it s

activities/achieve;ents. Such use of my photo & details can bs made by Koshika Foundation beforo or after my trgatment or fullilment ol the 'purpose'

for which assistanc€ is being requested.
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with the Trustees of Koshika Foundstion, and their decision is this regard will be llnsl and acceptable to me.
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trcatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilitv
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we

in the matter.
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