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DECLARAnO by APPLTCA I: .qld(5 E{ *qw T{:

1)l hereby confirm thal all details in this Form are True to the best of my knowledge, Any false statement wilt render my Appllc€lion & ongoing ssslstanca, l, any,
liabls for rEjectiorvcancelation.

2) I SolEmnly mnfirm that assistance, lI received from Koshika Foundation, will bE us8d only for lhe 'purpose', as staled ln thls Form, ,or whlch s!.h re{rt rrce

t'i$ rcqu€sled by me.

3) I her;by connrm that I have not & willnot in future, availot reimbursement, in partor in tull, from any other source/omployor/lnsuranc€ company, ol tlg amount

to. whldl thl8 sssist8nc8 is requesled.
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AGREEMENT byAPPLICANT (qr+<6 m 6({)

1)By affxing my signature or thumb impression on this Form, I (Appllcant) hereby agree & authorise Koshlka Foundation and its Trust€e8 to

uletiruUtts 
-put-uplreproduce 

my name, address, photo & details ofthe'purpose", for which such assistance is requestod/grant€d, through 8ny

medium, inciuOing Uut not limited to ve.bat, print, electronic, for soliciting donations for Koshika Foundation and/or dissemlnaling lnfomaton aboul ifs

activiuevachievements. Such use o, my ph;to & details can be made by Koshika Foundation before or after my treatmenlor fulfilment orlfio'purpose'

lT'llfl,Hl|flT":.i#,l,X1lrli')1" ,re or my name, address, phoro & deraits or the 'purpose', ror which such assistancs is requ.stedrsranrsd,

will noi automitica y entifl€ me for receiving or continuing the sald assistance. The declsion for granting and/or conunulng the asslstanco wlll rssl8olsly

wlt l the Trustees of Koshika Foundaiion, and thelr decision ls lhls regard will be flnal and acceptable to me.
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AGREEMENT bY HOSPITAL (TffiTfl ERT 6M)

By affxing hereunder, signature of ourAuthorised Slgnatory for recommending thls case/patient for financlal asslslance from Koshlka Foundalhn, rvo

(Hospltal) hereby afiirm E accept following:

i)ttrit w6 neihdr are presentlynor will inluture avail of llnancial assistance from another NGO or any other source, for the same patent/casg, 8s ws Ers 
.

rdquesting to get from Koshlk; Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. lflhe requested sssistan6 lsnot grantod

bykoshik; Fo-undation, in part or in lu,l, then lhe Hospital reserves it's right to make up the shortfall from another NGO or 8ry other sourc€. Thls

c;nfirmation essenlially stites that the Hospital will not avail any duplicale assistance for the same patienucase lrom any olher NGO or any ohsr soulct.

2) The assistance from Koshika FounCation is only financial in nature. The choice oflhg treatmenuprocedlr€ advised/conducted by ths Hosritalonlho
p;tbnt, ls based on the arrangement between the patient & ihe Hospltal, and ls in no way influenced by Koshika Foundation. H€nci, lhe Hd€pitalwlll-

issume sole 6 complete rosp-onslblllty of the treathenl & lt's outcome & safety ofthe patlent, and Koshlka Foundatlon wlll have no rolo or tespon3lblllly

in tho matter
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