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1 ) I hereby confrm trtat all details in this Form are True to the best ol my knowledge. Any false ststement will render my Appllcation & ongolng assislsnce, il 8ny'

liable for rsjocliorvcancsllation.
a i-riilr-,iri-iin--Gaiissisu.rce, if recei"eo from Koshika Foundation, will be used only for the 'pu.po8€', as stated in this For . tor which suci assidanc€

ested mewas byrequ theof mouranceSU companafrom otherorrt source/employer/ininof nyinnot av pathat aveh &hot3 confirmhereby
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PLICANT ( gm 6m)AGREEMENT bY

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of lhe 'purpose', for which such assistance is requested/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating inlormation about it's

msde b, Koshika Foundation befo.e or after my lreatmenl or fulfilment ot the 'purpose"

for which assistanc€ is boing requesled.

2) t (Applicant) turther agreithaiany such use ot my name. address, photo & detalls of the 'purpose'. lor whlch such assistance is requ6led/granted'

wtn noi automaticatty eniitle me for receiving or continuing the said assistanc€. Th€ docislon for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will bo final and accsptable to me
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1) By afiixing my signature or thumb impression on this Form, I

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

medium, including but hot limited to verbal, print' electtonic, for

activilies/achievements. Such use ol my photo & details can bo

APPUCANT'S SIGNATURE OR LEFT THUIIiB I PRESSION :

qri<6 * E€Iwt qI d[e ist F+rlrt

AGREE ENT by HOSPrAL (tgr d ER 6{R)

By amxrng hereunder, signalure of our Authorised Signatory for recommeoding this cas€/patienl for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accept following:
i ) it it ,"i nei$dr are prEs€n0y nor will inlulure avail of finsncial assistonce from snothgr NGO or any other sou.cs. for the same patienucase, as we are

r;questing to g€t from Koshika Fouodation, to the extent that such assistance is granted by Koshiks Foudation. lflhe- r8quostod assistancs i5 not granted

by koshik; Fo:undation, in part or ln full. then the Hospital reserves it's dght to mak8 up the shorttall fiom another NGO or any othor source This

conlirmation sssEntially st;t6s that the Hospital will not avail any duplicato assistanc€ fo. the samo pstionucagg hom any other NGO or any othel source.

2) The assistanc€ from Koshika Foundation is only linancial in nature. The choice ot the treat nenuprocedure advisod/conducted by the Hospital on the
patient, is bas€d on the arEngoment betwean the patignt & the Hospital, and is in no way inf,uonc€d by Koshika Foundation. Hsncs, hE H$Pitalwill
assume sot6 & complete responsibility ol the treatmenl & al s oulcomo & safety ot th€ patient, and Koshika Foundatioh will havo no role or rssponsibility
in the matter.
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