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DECLARATION by APPLICANT: IRI •Ek^IT

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 
liable for rejection/cancellation.

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 assistance 
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other sofirce/employer/insurance company, of the amount 
for which this assistance is requested.
1) 3 ^ ^ ^ ^ TTr*T Tnft $| ^ ^<“1 ^ aTOcq W 'SiraT i '«?Wdl 'sn mrffi
2) ^ SRI WRlcIT TTfTI ‘'^ttf^RFI ^ eft an 3>t ^ Rl*l f^Rtl 'Jilt'll, ajf ^ "4' Rtl 7RH ^1
3) ^Rtn fa fara ^ Tn«fa fat ^ tiftr anfagr Tt^ef farar farft ap? Tfa/fafasrar/fafa gnpft ^ ^ fa ffatr ^ aftr Tfa fafap ^

AGREEMENT by  APPLICANT  gro w)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
use/publish/put-up/reproduce my name, address, photo & details of the “purpose*, for which such assistance is requested/granted, through any 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's 
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose" 
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the “purpose", for which such assistance is requested/granted, 
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) wsrqr p : spfa wi *sr  rt  sfrfa fat wr wtrr , 3 (stfa^r) apfa w# fat f v<i “fatftw W&h  fak ^afa -^nfafa " fat stffa^t ^ fa ka tir ,
■w, fatfa fak fa faRvr OT3 fa faffai fa, fat "fatlw" tjcih , Pifat, wn/^i fa ^fat fafafafafa fak fa fafa fafat fat tpr  RisirR
fa MeiRrt opfa fa RriV, fal RT 5FR ^>T [=(^<ul fat fa 4t5cl ^TT fa ct><fa fa fay, "fattYRiT -^fat fal
2) fa (STlfa^gr) fR aTTcl fa eSMd ^tfa fan 'RR, RRI, falfa effa ffaRR fa ffa WIRRI fa fa Tllffat fa ^fa Hd: WlRdT RTF 'fat RdTdTI 1RT TRRV fa
“farwl" ^nffafa Rd ffakt fafdR far RI^Rddfa fatRII
APPLICANT'S  SIGNATURE OR LEFT THUMB II 
Stlfad) fa CWiqR RT efajfa Rd ffadd

iSION :

AGREEMENT by  HOSPITAL OnRdTR ?RI RRR)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we 
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
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.
(Ftk fafadjd, TFRirofa fat fak fa Rldfa/fadt fat "fatffadd Rd^faYTd" fa ffadd RtfWdl facj ffaddfel fat «il<i) fa, ffafa FR (FRtcTIcf) ffal RRiR fa RFR R fatdiR <mc ) fal 
1) RF ffa R fa faRId far R Ft RffaR fa IfafctR RFTRRT ffafat fat TRRdfa fa?*TIR RT ffafat 3FR ffad fa RRd fafa/RIRfa fa fafa RI fa fa fa, fafa ffa FRfa “fatffadd RdFfaYIR" 
fa fkRdffal/fRRfd RRR fa TRRR fa “'fatfYTRd RdRfaftR" FRI RR^ fat} ffa fal RfR “RfafaRd RdRfa^R" FRI WIRdl ffarfd afaffacF/RRiYf fa^ R’Yft RFt ffaRI dndl fa fa 3RRRM 
ffafat fat TRRdfa fatRT RI ffafat 3FR TFRIIRR fa W1RRI fafa Rd 3faRR>R 'gfaifaf TtRdl fal ’jffa fa TW RiFT ':5nRI fa ffa 3RR?!M ffaftR RRR RRR fafa/RIRfa fa^ ffafat 
fat TRRdfa TRRI RI ffafat 3t^R tdRR fa RFt faRI/fafal
2. “falftlRil RIR^faYH" fa fat R^ WIRRI faRel ffadR RRjffa Rfa fal fafa Rt FtRRIct SRI fa R^ TIYIIF RI ffafa Rfa RRRRAlffaRI Rd 1JRIR fafa RR FtRRRI
fa faR Rd fRRR fa 3fk “fatffaRd RddfaYF" SRI ffafat URiR Rd Rlt^ RRIR RFt fal Ftlffafa FtRRM fa fafa fa jell'd ^t^H fak Sllfa Rlfa fat Rlfl f^l*fa^lO fafa RR FtRRTR
fat Ftfa afat “RltffaRd" Rft Rit^ 'jfRRd RI kpfaRlfa ?R RIRct fa RFt Ftfal
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