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DECLARATION byAPPLICANI r,r+({ Em drqql !-{:

1 ) I h€reby confinn that all details in this Form are True to lhe best of my knowledge. Any talse statement will render my Appticaton & ongolng asststar)cc. It arry,
lhblB for rBjecllory'canc€llation.

2) I solgmnly clnfrm that assistance, lfreceived from Koshlka Foundatlon, willbe us6d only for thB 'purpos8', a8 statod ln thls Form, tor whlcfi 8ucfi assldanc€

was ,equested bY me.

3) I heiby confirm that I have not & will not in lulure, avail of reinbursement, in part or in tull, from any other source,/employsr/lnsurance cornpsn, d tlg amount

for whldr this assistance is reqrested.
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AGREEMENT by APPLICANT ( rcr+<6 II{ sm)

l)By amxing my signature or thumb impression on this Form, I (Applicant) her€by agree & authorise Koshika Foundation and il'8 Trustee8 to

uieiiuOlsfV-put.uplieproduce my name, address, photo & details of the 'purpose", for whlch such assistance is requested/grantod, through any

medium, inciuding bui not limite; to verbal, print, electronic, for soliciting donations for Koshika Foundation €nd/or disseminaung lnformation sbout it8

actvites/achievements. Such use of my photo & details can be made by Koshika Foundation betore or after my treatment or fulfilment ol lho'purposo'

lor whlch asslstance is being requested.

2) I (Applicant) further agree lhat any such use ot my name, address, photo & delails of the'purpose', lor'nhlch such assistancg 18 requssled/grantod,

vittt noi automiticatty enti{e me for receiving or continuing the sald asslstance. The decision for granting and/or clntlnuing lhe ssslstan6 wlll r"st sol€ly

with lho Trustees ol Koshika Foundation, and thelr declsion ls thls regard lvill be final and acceptable to me.
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AGREEMENT by HOSPITAL (Tgdl T( q.O{)

By affxlng hereunder, signalure oF ourAuthorised Signatory for recommendlng this case/patient for linanclal asslstanco lrom Koshlka Foundaton, wr
(Hospltal) her€by afilrm & accept following:

iiitrit *6 niit ,ir 
"r" 

presen y nor wilt in-future avail of financial assistance from anolhet NGO or any other sourc,e, for lhe samE patonucase. as we ara 
.

reouestino to qet from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requeslsd assislanc6 ls rot grantod

Uv-ioiiiif"i*rO"iio". h part or in futt, then the Hospitat reserves it's right to mike up the shortfall from anolher NGO or any other source. Thls

c6nnrmiiion essentiaffi sties that the ilospital will n6t avail any dupticate assistance for the same patienucase-from.any other NGO or 8ny 9$9r rylrrcs'
it nJ iisiit"n." froniKoshika Foundation is only financial in rialure. The choice of the treatrnenuprocedlre advised/co!.drct$ bl q: f9:{taj9l,Yl6
o;[ent. ts based on the ar.anqement between thipatient & the Hospital, and ls in no way inlluenced by Koshika Foundation. Henca, the HdsPlal wlll

:;;;; ;6 Cil;i"iJ roip'onsiorrrty ot ttre treatment I tt's outcome & safety of the patient, and Koshlka Foundatlon wlll hav8 no role or respoffilblllty

in tho matter.
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