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1 I hereby confirm that all details in this Forni are True to the best of my knowledge. Any false statement will render my Application & onqoing
liai:le for rejection/cancellatron.

2) I solemnly confirm that assistance, if received from Koshika Foundation;will be used only for the "purpose", as stated in this Form, for which such
was requested by me.

3) I hereby oonfirnr that I have not & vrill not rn future, avail of reimbursement, rn part or in full, from any other source/employerjn
for whrch this assistance is requested.
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my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's

of my name, address, photo & details of the 'purpose", for which such assrstance is requested/granted,

continuing the said assistan0e. The deciston for granting andlor cr.rntinurng the assistanoe will rest solely
with theTrustees of Koshika Foundation, and their decision is this regard will be final and acceptable to nte, 

! l

l) w vci vt slsi trmm qr # sl EIq FmiF{, { tqr*qerl €rr{ srqn *1 Sfr mror (qd'EtRrdr $nHrt s*{ ird q$d " Ej erftr{d rrm {t+ *n an,

trdr, $td sik qi fdr+rur {s cr{ qdfra t, s* "qiRrdr" wqar$, qrl, qrinriqr (st v(iw S.gS qfdfrnh:*r swrAd + ffi ffi S rqr qlqq

{ vsrftd q-d * fms eft&n tr it cq-, EI ffi{q ii rmrq d qrd qr cR t m.{i d fms 
u*iftrfl 

stirg{nx q ;qr$ srFr$ tr

zl{tslr+ffi)wslal+s6.cf,tfuftrqq,'rdr,cilaoil{frflqdfuvdTcilrdB,(idtflFiitt*qc,IIEFriTirrEfir(rfrT{rorrgssuiq{
uqiftHil'Cqsrd <rM *,r Froiq iliRq et{ qrtr+rt *n

ls of the "purpose',

soliciting donations

activrties/achievemenls. Such use of my photo

for whrch assistance is being requested.

2) I (Applicant) fu(her agrec, that any such use

will nol automatically entitie me for receiving or

use/publish/p

medium, for

11 By aifixini; Trustees to
my nanle, address, photo & detaiulup/reproduce

including but not limrted to verbal, print, electronic,

for which such assistance is requestedlgranted, through any
for Koshika Foundation and/or disseminating information about it's

& details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

)l
I

I

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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AGREEMENT by HOSPITAL (rerma Am 6{n) i,\
Signatory for recommendlng this case/patient for financial assistance from Koshika Foundation, we

1) that we neilher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance ts granted by Koshika Foundation. lf the requested assistance isnot granled
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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