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oEcLARATtoN by AppLtCANTT i{ri(s. EI(I risqr cxr

1) I hereby conirm lhat all details in this Form are True to the best ol my knowledge. Any faise statement will ronder my Apptioation & ongolng sssist nce, it any,
liable for rejectlory'cancellation.

2) lsol€mnlyconfirm lhat assistance, ifreceiyed frcm Koshika Foundation, willb6 used only lor tho Turpose', as statsd In lhls Form, for whldr sudr eeslsl,.nco

r€s requ€sted by me.

3) I her;by conlirm that I have not & will not in future. availof roimbursemsnt. in part or in full, from any other source/Employer/insurance company, orho amount

fo. whldl this assistancs i8 r€quested.

l){dcqrq.rdrtfr!sr6qiRtTAqfrft-{Fr*ti]rdroSc'$Rr-sW{-d qRqiiif+*"rdn'mn"*r*.*la}ttqrlq.drfi{adclsrfri

2)iiE{siRlrqfl{fu"q1fir6r$rs-+{n',tdsl{dt,ssslsrqtqrdB+cql$+ffif6clqrt'n,qiwvrsq{m'rqttr
3)dtfr ecr{frfterarc<rfuqrx"hrd,r{t,rsnftrmq&r6qrr+-flf{erffiqqs) fldq*rfrql sqfr i i A frqI l *t r d qfte il dnr

AGREEMENT byAPPLICANT (qr+{6 m 6rR)

1) By aflixing my signature or thumb impression on this Form, t (Applicant) hereby agree & authorlso Koshika Foundatlon and lt's Trusle€8 to

use/publlsh/put.up/ieproduce my name, address, photo & details ofthe "purpose", for t{hich such assistance ls roquested/granted, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for solicitlng donations for Koshika Foundation and/or disseminating information about lf8

aclivitiedachievements. Such use of my photo & details can be made by Koshika Foundation belole or after my treatment orlultilment of lhe'punor6'

tor whlch asslstance is bolng requested.

2) I (Applicant) further agree lhat any such use of my name, address, photo & details ofthe "purpose', for whlch such asslstanc€ is rsquested/grantod,

will noi automatically eniite me for receiving or conlinuing lhe sald assistance. The decislon for granting and/or continuing the Esslslanc€ will r€d sololy

with the Trustees of Koshlka Foundation, and their decision is thls regard u'ill be flnal and acceptable to me.
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APPLICANT,S SIGNATURE OR LEFT TI.JLiI.IB II',;;t.SSIOII i

qr&t+ d r,a;rn qr 3t-{l ,r,i iir:-

By affxing hereunde( signature ofourAuthorised Signatory for recommending this case/patlent for financlal asslstance trom Koshlka Foundatlon, v/€

(Hospital) heroby afilrm & accept following:

i )thit wa neither are presen ynor will in luture avail of linancial assistanc€ from another NGO or any other source, for the s3me pallenucasa, as wg arB 
.

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshlka Foundation. lflhe requestad assistranc€ isrot grantod

bykoshik; Foundalion, in part or in full, then the Hospital reserves it's right to make up the sho,tfallfrom another NGO or any other source. Thls

dnfirmation essentially states that the Hospital will not avail any duplicate assislance for the same patienucase from any other NGO or any oher source.

2) The assistance from Koshika Foundalion is only llnancial in nalure. The choice ofthe treatmenvprocedlre advised/conductod by lie Hoslltralon lhe
p;tbnt, ts based on the arangement between the patient & the Hospital, and is in no way influencod by Koshika Foundatlon. Henc8, th€ H6spltslwlll

assume sole & complete responslbility of the treatment & lt's oulcome & safety olthe patlent, and Koshika Foundatlon wlllhavo no role or responslblllty

in the matte(
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