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DECLAnAION by APPLICANT: qd<tr !m dlql Yr:

1) I hereby conlirm thal alldetails in this Form are True lo lhe best ot my knowledge. Any false slatemenl will render my Application & ongoing assistance. if 8ny,

liablB for rsjection/cancallalion.
a i s-"i-"ri"ft/-i"r,t-^ ttrai ;ssistancB, if rec€ived from Koshika Foundation, will be used only fot the 'purPos€', as stated in this Forr. fot which such assistan@

was rcquested by me
from othe sourcdem ployer/insurance company ol th€ amount
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1) By afiixing my signsture or thumb impression on this Form, I

use/publish/purupheproduce my name, address, photo & detail

medium, including but not limited to verbal, print, slectronic, for

actlvities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & suthorise Koshika Foundation and its Trustees to

" 
oitn" 'prl'po""', f, *hich such assistance is requested/granted, through any

soliciting donatlons lor Koshika Found8tion and/or disseminating Infomation about hs

iade b-y Koshifa Foundation belore or after my treatment or fullllment ofth€'purpose'

for which assistanct is being rsquested

2) I (Applicant) ludher agree that any such use ol my name, addre$s, photo & details ol the 'purpose', for whici such a$islance is requestedlgrsnted'

wilt not automaticalty entiue me tor recervint or continulng the said assistanc€. The dodsion for granting and/or continuing the assistance rvill rest solely

with the Trustges ol Koshika Foundation, and their decision is this regard will bo final and acceptabl€ to me'
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AGREEXENT bY HOSPITAL (Eg.dT6 IIII {,({)

of thorised S ignatory for recommending this case/patient Ior financial assistance from Koshrka Foundation.
By alfi ng here u nder S natu re o l.l I
(Hospital ) hereby afll tm & accept fol lowing for the pati ! as are

ith ntl it n fUtu te ava ol financial assistance lroln a othor N GO oI any other source me en case
1 ) that e ate prese v nol

I I the sted assistance is not 9ra n ted
requesting to 9el from Koshi ka Foundation to the exlent that such assrstan ce IS 9ranled by Koshi ka Foundat on req ue
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the Hos ital Ihe
from Koshi ka Foundati is ly financial n n a tu re The choice ot the keatment/procedure advised/conducted by p o

2 ) The assistance on on
Kosh ika Foundation Hence the Hospital

palien t. ts based on the arran99men t between the patient & the Hos pilal nd s in in flu6nced b

of the treatmenl E ts ulcom & salety of the pati€n t, a nd Koshi ka Foundation have no role ol respon sl bi lity
assume sole & colr\ plete res ponsibility o e

in the matter.
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