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DECLARATIoN by APPLICANT: qr+<{ fi{I qislll {{r
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 asslstance, if any,

liable for rejection/cancellation.
Zy iiotemnty ionRrm ttrat assistance, if received irom Koshika Foundation, willbe used onlyforthe "purpose', as stated in this Form, for v,/hich such assistance

was requested by me.
Oiin"ri,Oy 

"onnm 
tf,"t I have not & will not in future, availof reimbursement, in part or in fult, from any other source/employer/insurance company, ofthe amounl

for which this assistance is requested.
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1) By affixing my signatu.e or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees lo

useiiublish/put-Up/ieproduce my name, address, photo & details ofthe "purpose", for which s!ch assistance is requested/granted, through any

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

activities/achieve;ents. 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 requesied.
2) I (Applicant)further agreJ that any such use of my name, address, photo & details ofthe "purpose', for which such assistance is requested/granted'

will noi automatically entifle me for receiving 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 decision is this regard will be final and acceptable to me,
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AGREEi'ENT bY HOSPITAL (6gME EIq 6{R)

By affixing hereunder, signature of ourAuthorised Signaloryfor rocommending this case/patient for financia! assistance from Koshika Foundation' we

(Hospital) hereby afiim & accept following:
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"r" 
presen ynor witlin-future avail of financial assisiance from another NGO or any other source, for the same patienucase, as we are 

.

;qu""ting to geifrom'fosniti founaation, to itre extent that such assistance is granted by Koshika Foundation lfthe requested assistance is not granted

ty"ioinifiioi,na"tion, in part or in full, then the Hospital reserves it's dght to m;ke up th; shorifalt trom another NGo or any other source. This

i6nRrmation essentially states that the Hospital will not avail any duplicaie assistance for the same patienuc€se from any other NGO or any other source'

iiii;;;;il;;;i;d ioiir-iia iounoatiorii" oniinniniiit In ,i"rrri. te choice of the treatrnenuprocedure advised/conducted by the Hospit-al on the

pltient, ii OaseO on tne anangement between th;patient & the Hospital, and is in no way inlluenced by Koshika Foundalion. Hence, the Hospital will
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resp-onsibitity of ttre tr""i,i"nia it. out-nie & satety ofthe patient, and Koshika Foundation will have no role or responsibility

in the mattet
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