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DECLAMIo by APPLI.CANT: qri<6 ERI slqql cx:

1) I hereby confim hat all details in lhis Fom are True lo the best of my knowledge. Any false statement will render my Application E ongoing a6sistanc6' it any'

liablo ror rejectiorvcanc€llation.
zt i siii,."fy-i"iin- f,ai a$sistance, if recsived lrom Koshaka Foundation, will be used only for ths 'purpose', as stat€d in lhis Form. to. whlch $/dr assbtranca

was reque8ted by me.
iiifr;Of-"f,- tfrrt I have nol E will not in future. avarlof reimbuEement, in part or in full. ftom any other sourc€./6mployer/insurance company' ofho amount

for which thls assisianc€ is .equested.
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APPUCAI{TS SIG ATURE OR LEFTTHUMB I PRESSION
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AGREE ENT bY HOSPITAL (f,E{FI IM 6{R)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/pationt lor financial assisiance lrom Koshika Foundalion we

(Hospital) hereby afilrm & accapt following:
iiifii; ;;irh;,;;; p,;";nity noi wil in-future avait oI financial assistance from anothor NGO or any other sourco. for tho ssme patient/cas€, 8s we 8r€

rdqueiting to S"t f,om Koshik; Foundation. to the extent thal such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

U-y-ioittif"" fo"una"tion, in part or in fu[. th;o the Hospital reserves it's right to m;ke up th; shortfall from another NGO or any othor sourcs. This

cinfirmation essentiatty sdt6s that tho Hospatal will not avail any duplicaie assistance for tho same patient/case f.om any oth€r NGO or any othor source'

ilme issistance troni Koshika Foundatio; is onty financial in ;ature. The choice ol the treatment/proced!re advised/conducted by the Hospital on the

/atient. ir Oasea on tte arrangement betw€en lhe patient & the Hospital, and is in no way influsnced by Koshika Foundation. Honc6. ths Hospitalwill

iseumi sole & complete resp;nsibitity of the treatrnent & at s outcoms & safety of the patient, and Koshiks Foundation will hav€ no rol€ o gsponsibility

in the matter.
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1) By afiiring my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & detail

medium, including bul not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo 6 details can be

lApplicanl) hereby agree & authorise Koshika Foundation and it's Ttuslees to

s of the 'purpose", for which such assistance is requested/grant€d, through 8ny

soliciting donations for Koshika Foundation and/or dissemlnating lnformation about it's

rnade b, Koshika Foundation before or after my treatment or fumlmeot ol lhs 'purpos€'

for which assistanc€ is being requested.

2) I (Applicant) further agreJthat any such use ol my name, address, photo & detaib ol the'purpos€', lor which such assBtanc€ is roqu6tad/granted,

witt not automaticatty enti0e me for receiving or coninuing the said assistance The decision for granting and/or continuing he assisianca will rest solely

wilh th. Trustoes of Koshika Foundation. and thsir decasion is this roga.d will be final and acceptable to m€.
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