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DECLARATION by APPLICANT: SKI

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 source/employer/insurance company, of the amount 
for which this assistance is requested.

1) 3 Ktw ^ for w 3n?rq 3 7$ Tftft folRUT ^ ^ ST^KK Tltf $1 ^ifo ^ WT aTOfq W rSM t ^ WKKn fo*RI gft il
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3) ^ ^KciT ^ for fora wficu $3 m in*?!! ?rt ^ i Bra Tifor ^rr wforar tjt ra^i fo^ft sfei ^fo/Pfoforar/^for ^ t  <ft forai t sfk h Kfara ^ni

AGREEMENT by APPLICANT (an^r m 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) IK inra tk wfo irausK kt tfo wr wjr, ('*1^'*) sprft w^fo 'jfe ■£ ufo Krra&fH sfR '■ktcM ” ■Efit 3TfvEfj?i ^ for Tkr 'rra,
'kh, Kitet 31k ^ foorarf ^fo?r f, 7k ^ -raKf), kikti/ki Kfofofofof ark KTdfofof ^ fort fortt rt tok kukk
3 KKiffo ^ rt for^ ti kt fojErcn leM rt kt KFtk Ejrrt rt fonj “rtfw " k ‘rarat ti
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
3n^F FKITW Kl oFT foRIH

AGREEMENTsby HOI SKI ^KK)

By affixing hereunder, signature of our Authorised Signatory for recommending thls'case/patient for financial assistance from Koshika Foundation
(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.
Irak SifuqjA, FRnsrt 3?fo k Kra^/rtft k fofinr kikkh ftrFifei ffok fr (frrtrt) Pim sj^k ^ mm r rtfora R>rt ti
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foikt 3tr -rk iKRnk kwi ri foikt sri kktkr k kfkkii kk rr 3#irik krri ki ik gfe k tw rtfi Rimi k foi rikktkt fokR krr krr krt/Krak kg foikt 
kt TKRRk kVhi ri forat rkr kkr k Kit kwkkti
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k RtR RR folRR k kfo “RitfolRR SKI foikt RRIK RR Ritk RRIR Rkt kl IKfort FKIRKT k M rt IcTR ^JI akt 3Rk Rifo Rit Klk folrtsik M RR FKTRlci
Rit krtt akt “Rkforar" Rk Ritf ^jfkRR rt foirtsik ik Krak k Rit kfoti
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