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oECLARATIoN by APPL|CANT: 3n&<iq Am qtcln {r:
1) i hereby confirm that all details in lhrs Forn are True to the besl ol my knowledge Any tatse statement wrll render my Apptrcu tion A ongorng assislance, rf any,

liable lor relection/canceLlalron.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will b€ usgd only for the 'purposs". as sbted in thrs Form. for which such assislance

was requested by me.

3) I hereby confi.m that I have nol & will not an future, svail ol rermburssmenl, in part or in full, lrom any other source/employer/insurance @mpany, of the smount

for which this assisbnc€ is requested.
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APPLICANT'S SIGNATURE OR LEFT TI]UMB IMPRESSION
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AGREEITIENT by HOSPITAL (rFdlfl Er(I 6{R)

By affixing hereunder, signature ol our Authorised Signatory for rocommending thas case/patient for financial assistanc€ hom Koshika Foundation. v{e
(Hospital) hereby alfirm I accepl lollowrng:
1) that we neithe. are presently nor will in tuture avail of financial assislanco from anolher NGO or any other source, for the sam6 patienvcase, as we are
requesting to got from Koshika Foundation. to the exlent that such assastance is granted by Koshika Foundalion. l, the requested assistsnce is not granted
by Koshaka Foundalion, in part or rn Iull. lhen lhe Hosprlal reserves il's ighl to make up the shorllall ,rom another NGO or any olher source. This
confirmation essenlially states thal the Hosprtal will nol avarl any c,uplicale assislance lor the same palrent/case lrom any other NGO or any olher source.
2) The assistance fiom Koshrka Foundalron rs only trnancral rn naluae The chorce ol the lreatmenuprocedure advised/condualed by the Hospitalon the
patrent. is based on the arrangement between the patrenl & the Hospital, and rs In no way influenced by Koshika Foundation. Hence, the Hospital rvill

assume sole & compl€te responsibility ot the tr€alment & il's oulcome & sal€ty ol lhe patient, and Koshika Foundalion will have no .olo or responsabilily
in the matter
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1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & aulhorise Koshika Foondation and it's Trqsteos lg

use/publish/put-up/reproduce my name, address, phota E details ol lhe'purpose", lor which such assrslance is requesled/granted, through any

medium, including bul not limited to verbal. print, electronic. for soliciting donations lor Koshika Foundation and/or dissgminatlng information about its

activities/achievemenls Such use ol my photo & delails can be made by Koshika Foundation belore o. atter my lreatmenl or fulfilmenl of lhe 'purpose'

Ior which assaslanc€ is being requested

2) I (Applicant) furlher agree lhal any such use of my name address. pholo E details ol lhe "purpose lor which such assistance is .equsstsd/granled,

will not automalically enlitle me (or recerving or continurng the said assrstance. The d€cisron lor gfanlrng and/or continuing lhe assaslance will rest solely

wrth lhe Trustees of Koshrka Foundalron, and lha[ decrsron is this regard will be linal and acceptable lo m€
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