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DECLARATION byAPPLtcANn iqFt<s ER dqun trd:

1) I h€reby cflnrm hat all details in this Form are True to the best of my knowledge. Any falEe statement will render my Application & ongolng ssslstsncs, It any,
lhble for Eiectiory'canc€llation.

2) I solemnly confirm that assistance, il received ,rom Koshlka Foundatlon, will be used only for tho 'purposs', as slated ln thls Forn. ,o. whldr Budt asslstE rce
was requested by me.

3) I hereby con irm lhat I have not & wlll not in future, availof reimbursement, in part or in full, from any oth8r source/omployer/insuranca company, o, he smou{
,or whid thls sssistanco is requested.
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AGREEMENT byAPPLICANf (ecri(6 lro s,m)

1) By amxtng my signature or thumb impression on lhis Form, I (Applicant) hereby agree & authorise Koshika Foundation and lt's Truslae8lo

uss/publlsh/pulup/reproduce my name, address, photo & details of the 'purpose', for whlch such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, eleclronic, for soliciling donations for Koshika Foundation and/or disseminating informalion sbout lfs

activitjeyachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmgnt of th8'purpo86'

tor which Essistance is being requested.

2) I (Applicant) further agreo that any such use ol my name, address, photo & delails of the 'purpose', for whlch such assistance lS requestsd/grantod,

wifl ;oi automatic€lly entitle me for receiving or continuing the said assislance. The decislon for grantlng and/or continuing the esslstancE will rBst solely

with tie Trustees of Koshika Foundation, and thelr decision is lhls regard will bo linal and acceptable to me
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AGREEMENT bY HOSPITAL (EST€ !M 6fi)

By affxing hereunder, signaturo ofourAuthorised Signatory for recommending lhis case/patlent forfnanclal asslstance from Koshlka Foundadon. t!,o

(Hospltal) hereby atfirm & acc€pt following:

iiGIi"6 neitrti, .r" presently nor will in-future ayail of llnancial assistance frorn another NGO or any olher source, for the sams patienucase, as wE ar6 
.

#queiting to get trom Xoshik; Foundation, !o the extent that such assistanc€ is granted by Koshika Foundation. lllhe requosted sssistanca lsrot grant€d

oyloifril-a idunOation, in part or in lutt, then the Hospilal reserves it's right to m;ke up the shortfall from another NGO or any other sourc]s. Thls

c6nfirmation essenlially st;tes that the Hospitat wi , n;t avail ary duplicaie assistance IoI the same patienvcase from.any olher NGO or any ohgr source.

2) The assistance from Koshika Foundatio; isonly tinanciai in nature, The choice ofthe treatrnenuprocedure advised/conduct€d bythe Hospitalonlho

;:i;;i. t-jj"il;;il; ,i."0".."t 5ui*J"" ihjpatient & the Hospitat, and is in no way lnfluenced by Koshlka Foundalon. Henco, ths Hdspltaltrlll.

;ilil ;Jil;;iriJriip"ontiOr tV of tt" rreatment & Il's outconie & safety of the palient, and Koshlka Foundatlon wlll have no rob or responslblllty

in the mattor
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