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DECLARATION by APPLICANT: S{T+(s, ERI ii[T4I ITi:

'l) I h€reby clnfirm that all details in this Form are True to the best of my knowledge. Any false statement wlll render my Application & ongolng asslstanca, if any,
liable tor rcjectiory'cancellation.

2) lsol€mnly conlirm that aisistanc€, if received from Koshika Foundation, willb€ used only lor th8 'purpose', as statsd ln thls Form, for whlch sudr asslstiance

was requested by me.

3) I her;by confirm that I have not & willnot in future, availof reimburs€ment, in part or ln full, from any oth€r sourc€/employer/lnsurancs company, ol tho amount

tor whid! this assistance is rcquest€d.

t) {liqqr6Grttr1qn6ri t<i rri Rt fr'{Fr tt qT{drfl d rrdE]I Fm c's T-d+r qR +{ ffi{ll *i 6w $$q crcl qrdl i ai tt sa.r f{({d 61qr {6fi *r

2) it F{ qi rrdlq-fl nft'dRI6t srs&H', * iA ql Ili +, Es'6r rcq}'l 3S skq EI XH + ffi fdcl srfu, si w n6c il q( rrd

i) d fE 6Gr {f6 fr( varm fu w nrt* *1 ,rit,ae{ft si qftm qr r*e ft'w ffi qq dnrft{iesrfu sc-+ d q d fdql I qtrlfl qEe il frrr

AGREEMENT by APPLICANT ( tm 6m)

,l) 
By affxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

use/publisUput-uptieproduce my name, address, photo & delails ofthe'purpose", for which such assistance is requested/granted,lhrough any 
. ...

medium, inciuOing but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation aboul il's_

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fullilment ot th€ 'purpose-

lor which assistance is be,ng requested,

2) I (Applicant) lurther agreJlhat any such use of my name, address, photo & details of the'purpose', forwhich such asslstance is requeslsd/grantod,

witt noi iutomiticatty enti e me for receiving or continuing the said assistance. The decision for granting and/or contlnulng lhe asslstance wlllrest solely

with lhe Trustees of Koshika Foundalion, and theil decision ls this regard will be final and acceptable to me.

l) Es rrd c{ qci Egrcr cr 3l.r} El Erc En6{, q (or+(tF) qr{ T6cid q1 ge 6{dI (cd'4]Rr{I srdt{R qk Ts+ q#di " +t eFrqa aor i(ir ft ar,
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2) t (qr+ff) vs q( t s6q? {ld +( rm, rm, +id qk t+qrq d t+ vac * r(t{d * ffin + g+ Fi: s€Frdl sI6qiqr{ T& ir{Idll w sEiq il
-aiRro' w1<rd .oM qt Fptq EFtrq sft qrqdrt il'nl a,

APPLICANT'S SIGNATURE OR LEFT THUIlIB IIYPRESSION I

xr+r+ S rqrcT{ qr qi +l fita

15:l
i\\'i:,'",2

AGREEMENT bY HOSPITAL (EgdH EIT F{,()

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient forfinancial asslstance from Koshlka Foundaton' rYg

(Hospital)hereby affirm & accept follow ng:

i 1 tnit wi neltfrdr are presently nor wilt iniuture avail oi {lnancial assistance from another NGO or any other source, lor the same patlenucase, as wo are 
.

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. ll't!e requested sssistance isrot granted

U-V"ioinifZ io"rnOuiion, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from anolher NGO or any other sourcs. This

c6nfirmation essenlially sdies that the Hospital wiil n6t avail any duplicaie assistance for the same patienucase from any other NGO orany olhBr source.

il The assistance lroni Koshika Foundatio; is only linancial in nature, The choice of the treatmenuprocedr.lre advised/conducted bythe Hoslltalon lho

pitient, ts Uasea on tne arrangement between the patient & lhe Hospital, and is in no way influenced by.Koshika foundalion Hencg, the Hiispltal wlll

iisume sote A comptete resp-onsibiliry of the treat;ent & it's outcome & safety of the patlent, and Koshika Foundatlon wlll have no role or responslbllily

in the matter,
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