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DECLAFATION by APPLTCANT: sn+{6 !m Ssvn T{

'l) I hereby confirm that all details in this Form are lrue to the besl of my knowledge. Any lalse slatement will r€nder myApplicaton & ongolng ssslstsn€s, ifany,
liablo for rejectiory'cance,lalion.

2) lsolemnly confirm that assistance, if lEceivgd from Koshika Foundation, willbe used only for the'purpose', as stat8d ln thls Fo.m, tor whLh sudl Bssislr,lce

was requested by me.

3) I hereby confirm that I have not & willnot ln future. availof reimbursement, in partor in full,lrom any other source/€mployer/insuranca company, olho
for whlch this assistanc€ is requested.
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AGREEMENT by APPLICANT ( d( E'o{)

.l) 
By aflixing my signarure or thumb impression on this Form, t (Applicant) hereby agree & authorise Koshlka Foundallon and lt's TrustEgs to

use/iublish[ut-up/ieproduce my name, address, photo & details ofthe'purpose", for which such assistance Is requested/granted. lhrough any

medium, inciuding bui not timited to verbal, print, eleckonic, for soliciling donations for Koshika Foundation and/or disseminating informslion sbout ifs

activities/achievements, Such use of my photo & delails can be made by Koshika Foundation before or after my treatmont orfulfilmsnt ol lhs'purpota'

for which assistance is being requested.

2) I (App 6nt) lurther agree that any such use of my name, address, photo & details olthe'purpose', for whlch such asslstsnce ls requested/grgntod,

wttt noi automaticatty entifle me for riceiving or continuing the sald assistance. The decislon for granting and/or contlnuing lhe asslstancg wlll rod solsly

wilh tho Trustees oI Koshika Foundation, and thek decision ls thls regard will be llnaland acceptable to me.
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AGREEMENT bY HOSPITAL (69ffi ERI SiT)

APPLICAN?'S SIGNATURE OR LEFT THUMB IMPRESSION
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By afixlng hereunder, signature of ourAuthorised Signatory for recommending thls case/pallent torflnancial asslstanoe from Koshlka Foundsuon' wt
(Hospltal) h6r€by affirm & accept following:

it it'it wi neiUdr are oresenflynor ',ritl in-luture avail ol flnancial assistance from anolher NGO or any olher source, for the same pationucasa.6s wE ar3 
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#d;i;; i;;;1rr;'Koinii i rornoition, to tt e extent that such assistance is granted.by Koshika Foundation. lllhe requested asslslanc€ lsrot grantod

by Koshika Foundation, in part or in full, lh;n the Hosprtat reserves it's right to m,ke up thd shortfall kom another NGO or any olh.r sourc6. Thls
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in the matter
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