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D€CLARAnOil by APPLICANX i[r+(6 ERI *qqr !-dl

1 ) I hereby confrm that all details in this Form are True to ths best ot my knowledge. Any false stalement will render my Applicaton & ongoing assistance. if any,

liable for rejection/can@llation.
2) I Eolemnly confirm fiet assistance, iI received trom Koshika Foundation, will be used only for the'purpose', as staH in thls Form, for whlch sudl asslstBnce

was requ€sled by me.
3) I hereby clnfirm that I have not & will nol in future, avail of reimbuFement, in part or in full, from any other sourcs/employer,4nsurance compony, of the amount
for which this assislance rs requested
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,,GREEMENT by APPLICANT ( Em 6{R)

1) By affixing my signature or lhumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and il's Trustees lo

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

medium, inctuding bul not timited 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 be made by Koshika Foundation befo.e or after my keatment or fulfilment of the "purposs'

for which assistance is being requosted.
2) I (Applicant) further agree thal any such use of my name, address, photo & dotails of the 'purpose", for which such assistanc€ is requested/grantsd,

wi not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistsnce will .est solely

with the Trustees ol Koshika Foundation, and their decision is this regard will b€ final and acceptable to me.

t) w $a q{,!cri r6lsn cr drd d sn arrm, { (qr+<+) rcrn s[qfd d gE 6rtrl tw "tiftml src&R qk Es* {tql 'at elfrqn crm {fr ft m,
q<r, rtd eh si tdd{"r r{ cq? { cifrn t, st'6tttor'qqqrd, <r, qrnqyql $i E1tvc f gd ''fdefirqI at{ Eqafl&I d H FF6 d c{R ctqc

t ytlRf, +li + frc ufqa tr ti vrr ei f*<rur ii rarq * qEd ql rr< i 6rt + ff,q'aifrtqr srcC€r' q =qr$ qftrTd tr

2) d (qrt(6) fc cRt i F6c? tf6 i{ nq, vdr, Etd et{ ffior q} f6 Trrr * s(q{d t llFh t En Efl: IIiFrdll5I lrE<R rt Erdll !s t{ds {
'qtRrfl" cq rr* qfirqI 6r fldq ifdq qk iEzrqIA dnt

APPLICAI{T'S SIGNATURE OR LEFT THUMB II'PRESSIOTI
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By affix ng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprtal) hereby atfirm & accept following.
i) that we neither are present'y nor will in future avail of financial assistance from anolher NGO or any other source, for th€ same patienucase, as we are

r;questing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requesled assistance is not granted

by koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anothor NGO or any other source. This

c;nfirmation essentiatly states that the Hospital will not avail any duplicste assistanc€ for th8 sam6 patienttcasg from any oth€r NGO or any other source.

2) The assistance from Koshika Foundation is only financial in natu.e, The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arangement between lhq patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assumo sole & complete resp;nsibility of the treatmenl & its outcome & s€f€ty ol the pati€nt, and Koshika Foundation will have no role or responsibility

in the matter.
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