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DECLARANON by APPLTCANI ed(6 TrII dqql q,:

1)l hereby conlirm that all delails in this Form are True to the best of my knowledge, Any false slatement will render my Appticatbn & ongotng s.eCstance, l, a[y,
llable for r8,ectorrcancellation.

2) I solsmnly conlirm that assislarcs, if ,€ceiyed ,rom Koshika Foundation, will be used only tor the 'purposo', as sbted in lhls Fo.m, for whhh Budr sssi.ianc.
was requested bY me.

3) lher;by confiin that I hav€ not E will not in future, availof reimbursement, in part or in tull, from any other source/omployor/lnsurance compsny, ot tho amount

hr whldr this sssisEncs is requested.
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AGREEMENT byAPPLICANI (in+<.F tr( s'fl)

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

use/pubtistr/iut-up/ieproduce my name, address, photo & details ofthe'purpose', for which such asslstance ls requested,/gEnted, mrough any

medium, inciuding but not timit; to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or disseminatlng informatlon abod fs
scuvitieE/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment ortulfilmsnt of thg'pulpo3o'

for which asslstanc€ is betng requested.

2) I (Applican0 lurther agreithaiany such use of my name, address, photo & details of the "purpose', for which such asslstanco is requsstod/grantad'
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e me ior receiving or continuing the said assistance. The decislon lor granting and/or continulng the ssslstan6 vrill rEd $ol8ly

with lhe Trustees of Koshika Foundalion, and their decision ls lhis regard lYill be final and acceptable to me.
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AGREEMENT bY HOSPITAL (EFIM fiI S'fl)

By amxing hereunder, signature of ourAuthorlsed Slgnatory for recommending thls case/pallent for llnancial asslstance lrom Koshika Foundation, we

(Hospital) hereby afilrm & accept following:

it ir'l wi neirndr are oresen vnor wi[ in-future avail of f]nancial assistance from anolher NGO or any other source, for the same pauonucas€, aE we ars 
.

#;;i;; ;;;i r.;'ioir'i[j rornJition, io tne exrent rhat such assistance is granted by Koshika Foundation. ltlhe requestEd ssslstanco ls.not grantod

bii;ili"";"1;;;iil i" pirt or' i" frrr, ini" the Hospitat reserves it s right to m;ke up tha shortlall from anolher NGo or 8ny other sourco. Thls

c6nnimation essentiatty sl;tos that the Hosp tat will nit avarl any duplicaie assistance for the same patlenucase from any other NGO or any oh$ sourcs.
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fi6"i iostrita rounoat,oriis onty fininclal in riature, The choico of the reamenUproc€dure advised/clnducted by the HosPital on lho

plfient, Is baseo on tne arrangement retween inJpatient & tt e Hospital, and is in no ,r,iay inlluenced by Koshlka Foundauon, Henct, tho Hdsphalwlll.

Lisume sote & complete respinst6lity ot ttri ir"rrrirni ati;"ort.oni" & safety of the patlent, and Kostilka Foundatlon wlll have no tole or lesponslblllty

in the matter.
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