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$oro-*--75 ) (Attach Proof of lncome)
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ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appticabte):
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Basis/Proof

erq st{ srH

'PURPOSE' for REQUESTING ASSISTANCE:
q-aqmr ig H rA ffiil 6r B*rq;

Medical Repo(s/Prescriptions Attached
ersrdrd/eiE{ t qrfr Efr Ti cfu+fl {S (-flr

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w s1trc + t-q.q+i srar qiirrfl ffi Em dfr t ff,cr rrqr d?
NAME of OTHER SOURCE
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AMOUNT ofASSISTANCE BEING AVAILED
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DECLARATION byAPPLICANI qr+(fi ERI $qql qr;

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistiance, if any,

liable for reiection/cancellation 
hika Fmrnr{arinn wilr be r,.ec rted in tric Form, fr whie}r Euch assistance2) I solemnly ionfirm that assistance, if received from Koshika Foundation, will be used only for the "purpose', as gtated m fric Fom, ltr whlerr Et

was requested by me.

Siin"i$y confiim that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for whiqh this assistance is requested.

l) t*cqrEGrtt6E{cr6-q{fdrr+q*f{d{ur*tqr6rt*wgsnvf,wrfrtrqRd{ffirEIFirst-{sftrflqrfiqrdltdtfrTdr{rdlf{ttlqlqIFr-frtr
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,i{Sfur*r{f*f**.*,tg*r**+rr{*,*11frrfirqfrr6crn6dBwrffiwcqlfl/Fr+{dr+criFryfftqdfuqrtdncdqfq6q{trl

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put+p/reproduce ry r.*e, address, photo & details ofthe'purpose", forwhich such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitiesiachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicant) further agreethai any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will noi automatically entitle me for rlceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisi6n is this regard will be final and acceptable to me.
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2y{1qr+dfi)wqd*vffitffitclr{,{dr,stcis*{f{dtursfm'mrmrdr(idtvrffatgiscrrreFrdlslE{srrfifildllEsrq'q{
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APPLICANT'S SIGNATURE OR LEFTTHUMB IMPRESS]ON :

qinird d Emfl qr efrli m f*m

.-'* R-.,i o\.=\ [.r:".--[r
AGREEMENT bY HOSPITAL (E{qiTM EEI 6'M)

By affixing hereunde6 signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following:
i I tnirt *6 neither are presenfly nor will in'future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are

rdquesting to get from'Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance-is not granted

Uy-XostriX-a Fo-undation, in part or in full, thin the Hoipital reserves it's right to mike up the shortfall from another NGO or any other-source. This

confinnation essentially states that the ilospital will not avail any duplicaie assistance for the same patienUcase. from any olher NGO or a"ny other source'

Z) The assistance from Koshika Foundation is only financial in naturb. The choice of the treatmenUprocedtre advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way influence_d by.Koshika Foundation. Hence, the Hospital will

issr*e sole & complete respinsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in ihe matter.
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