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thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

my name, address, photo & details of lhe 'purpose", for which such assistance is requesied/granted, through any

le; to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminating information about it's

use of my photo & details can be made by Koshika Foundation befo.e or after my keatment or fulfilment ofthe'purpose"

for which assistancc is being requested.

2) I (Appticant) ludher agre; lhat any such use ol my name, addrcss, photo & defalls ofthe'purpo3o', lor rvhici suct sssistanc€ is requ$ted/granted,

wiii noi automaficatty entiUe me for receiving or continuing the said assistance. The dgcislon for granting and/or continuing the ssslgtancr will rest solely

with the Trustees of Koshika Foundation, and their d€cision is lhis rogard will b€ final and acceptablo to me.

l) Ig rq? cr icvl r(rE{ qr # c1 uq mtfl, I (qltq6) .xq-{ rccft 61 5ft 6Gr tcc'6ffiI6t srd*{r qt t{* =cI*cI '6} qfr$ 6m tft fi nq'

was r6qu95ted by me.
3) I hereby confirh thal I have not & will not in futur€, avail ol reimbursement, in part or in tu

tor which this assistanca is requested.
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AGREEME by APPLICANT ( eri<6 !m 6,tr{)

1) By affixing my signature or

use/publish/put-up/reproduce
medium, including but not limi

activities/achievements. Such

ll, fom any other sourcs/smployer/insuranca company, of the a
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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AGREEiIENT bY HOSPITAL (f,F 6 TM 6{R)

By afiixinq hereunder, signature of ourAuthorised Signatory for recommending this cas€/patient for financial a$istance tron Koshaka Foundation, we

(Hospital) hereby affirm & acc€pt lollowing:
i)iftit *i n"itf,j, 

"r" 
pres€n0y nor will iniuture avail of financial aasistanc€ trom another NGO or any othe, sourc€. for the same patienucas€, as we are

r6qriiting to g"t f,or'Koshik; Foundation, to th€ extent that such assistanc€ is gEntod by Koshika Foundation. lfthe requestod assistanc€ is not granled

uylo"ftii"a io"rnO"tion, in part or in full, then the Hospital reserves it's right to n;ke up th; shorttall from another NGO or any othor source. This

i6nllrmation essentialy st;tes that ths Hospital will not avail any duplicaig assistanco lor tho sams pationucaso from any othor NGO or any othor source'

iiitte isjistance f.niKoshika Foundatio;is onty financial in ;ature. The choic€ of the treatmenup.ocedure advised/conducted by the Hospital on lhe

;;tion1, ia b;sed on the arrsngemont betwe€n lh;patient & lhe Hospital, and is in no way innuenced by Koshika Foundslion. Hqnce, the Hospitalwill

liiu.i, iole a -rprete .esp;nsibiiity of the trBatmenl & it's oulcome & salety of the patient, 8nd Koshika Foundation will havo no role or responsib'lity

in the matter.
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DECLARATTOT{ by APPLTCA TT ad<6 R{ dqq Cr:

1) I hereby Conlim hat all details in this Form are True to the best of my knowledge. Any false statement will render my Applicatlon & ongoing assistanca, if any,

liabls for rej€cliodcancellation.
Z) t soternnly ionnrm nat assistranca, if r6c6ivsd from Koshika Foundation. will be u99d only for the 'purpos€', as stated in this Form, br which such assistsnce
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