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oECLARATIOi{ by APPLTCANI: qr+{6 !r0 dqln vi:
1) I hereby mnfitm hal alldetails in this Form are True to lhe best ol my knowledge. Any false statement will render my Applicafpn & ongoing assistance. if any,

liable f o{ r€j€ction/cancsllation.
2) I solemnly confirm lhat assistance. if rec€ived ftom Koshika Foundation, will be used only for he 'putpose', a3 st6t€d in this Form, fo. rYhidr suct assistanca

was requesied by .e.
3) t hereby confirm thal I have not & will not in future, avail of reimbursement, an part or in tull, ftom any other sourc€/employer/insuranca company, of the amount
for which hls assislanco is requesled.

rl{q}sqr6nrtf6r{rft"-qlRtrr{qSfr{qt0crrfit*rlenvaqdrdtr fi 6ii frqror qr'6q'{ rrrf, cm qr tiit0r Ef<r<dqdir
z) li E{ r} Rrrc {ft 'dtr6r Err+{!r', t d st Ifr t, TFfl 3c+.r tS strc d $ + H f{ql qrtql, ql I{ rlrc { c( aql tr
3)dXfr6<m(frfd€rnrafuwrft+1'rt*,rqrfir*rlrfrrqq{6a&Rrffi!fl-qEi(fictcrr{cl64n{rilfrdlqt{?dcBqilfil

AGREEMENT by APPLICANT ( iflri(6 lm 6m)
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AGREEMENT by HOSPITAL (EFdri gRr 6m)
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FOR IiITERNAL USE of KOSHIKA FOUIIDATIOX qr{ft'6 Bcclt h
SIGIIATURE ofTRUSTEE 1
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundatlon and it's Trustees to

us8/publish/put-upkgproduce my name, address, photo & details of the 'purpose", for which such asslstance Is requestgd/granted, through any

medium, lncluding but not limited to verbal, print, electronic, lor soliciling donations for Koshika Foundatlon and/or dlssemlnatlng lnformauon sboul lt's

activitiedachievements. Such use ol my photg & details can be made by Koshika Foundation before or aft€r my treattnent ot fullilment ofthe'purpose'
lor which assistanc. is being requested.
2) I (Applicant) furfher agree lhat any such use of my name, address, photo & details ofthe'purpose', for whlch such sssbtancs is rcquested/gr8nt€d,

wifl not automatically entitle me for receiving or continuing the said assislance. The declsion for granting and/or contlnuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be tlnal and acceptable to me.
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By afflring horeunder, signature of ourAuthorised Signatory for reclmmending this case/patient for linancial assislanco from Koshika Foundation, wo
(Hospital) hereby affirm & accept following:
1) th6t ws nellher are presently nor will in future avail of financial assistance from another NGO or any olher source, for lhe same patienucase, 6s we ara

requGsting to get lrom Koshika Foundation, to the extont that such assislance is granted by Koshika Foundation. lf the requested assistanca is not oranted
by Koshlka Foundation. in part or in full. then the Hospital rese.ves il's right to make up the shortfall from another NGO or any other sourcs. Thlg

confirmation osssntlally states that the Hospital will not avail any duplicate assistanc€ for tho samo patlonl./qase fom 8ny othsr NGO or 8ny othe. gource.

2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatmenuprocrdure advised/conducted by the Hospital on tho
pati€nt, ls ba86d on the anangement betwoen the patl€nt & the Hospital, and is In no way lnffu€nced by Ko6hlka Foundatlon. Hsnc6, the Hospltal wlll
essums solo & complste responsibilig of the treatment & il'g outcomg & safety ofth€ patient, 8nd Koshlks Foundstion wlll hav€ no roh or rssponsibility
in the matter
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