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DECLARATpI by APPLlcAtfi: ert<6 !K d{qr cr:
1) lhereby clntirm thst alldetails In this Form are True lo the best of my knowledge. Any falre statoment 'rill render my Application & ongolng assistance, il8ny,

liabls for rojoctiorvcancellation.
2) I sol€mnly ipnfirm that assistance. if rEceived from Koshika Foundation, will b6 used only tor tho 'purpos€', as stst€d ln this Form. for whlch such assisianco
was requested by me.
3) I h€r;by confi;n hat I have not & will not in future, avail of reimbuGement, in part or in full, from any other sourca/smploy€r/insurance cfipany, ol tE amount

for which this assistance is requeslgd.
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AGREEiTENT by APPLICANT ( qr+(6 lRr 6rR)

1) By aflixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trust€€s lo

use/publish/put-up/r6produce my name, address, photo & delails of the 'purpose", for which such assistanc€ is requested/granted, through any

medium, including bul not limitgd to vorbal, print, electrofiic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achieyements. Such use of my photo & details can be made by Koshika Foundalion belore or afler my treatment or fumlment ol the 'purpose"

for which assistancs is boing requested.
2) I (Appticant) fudher agree that any such use ol my name, address, photo & dstalls of th€ 'purpose'. lor which such assistance is rsquostgd/grant€d,

will not automatically entitle me for receiving or continuing the said assislance. The decision lor granting and/or @ntinuing the assistance will rest solely

with the Trustoes of Koshika Foundation, and thek dgcision is this regard wili b€ final and acceptable to me.
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AGREEMENT by HOSPITAL (TFdTd lI{I 6M)

APPLICANT'S SIG}IAIURE OR LEFT THU B IIIPRESSIOiI
qric6 d EEns{ cr rFli qI frrm

By affixing hereunder. signature of our Authorised Signalory for .ecommending this case/pationl for financial assistance from Koshika Foundalion, we
(Hospital) hereby af,irm & accspl lollorving:
1) that we neither are presently nor trill in future avail of financial assislanca frpm snothor NGO or any other source, for lhg same patlenucase, as we ars
requesting to get lrom Koshika Foundation, to th€ oxtent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital rassrves it s right to make up the shortlall from anothgr NGO or any olher source. This
confirmation essenlially slates that tho Hospital will not avail any duplicate assistance for tho sam€ patisnucass trom 8ny othor NGO or 8ny othsr source.
2) The assislance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the aranggmont betwsen th6 pationt & the Hospital, 8nd is in no way ihlluBnced by Koshika Foundation. Henco. tho Hospitalwill
assums sols & complete responsibility of the treatm€nl & it s oulcom8 & satgty ot lhe patient, snd Koshika Foundstion will have no role or responsibility
in the ma(er.
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