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DECLARATIoI{ by APPLICANT: 3n*(s Am sEIw rr:
1) I hereby confirm lhat all detarls in thrs Form are True to lhe besl ol my knowledge Any false stalement wrll render my Applrcation & ongor g assistance. if any,

liable lor relectror/cancellaton.

2) I sotemnly conlirm that assistance, rl received lrom Koshrka Foundation. willbe used only for the "purpose'. as stated in this Form, for whhh such assastanca

was requested bI me.

3) I her;by confi;n hal I have not & will not in future, avail ot r€imbursement, in part or in full, from any other source/employer/insurance company. of the amount

for which this assistance is r€quostod.
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AGREEiTENT by apPLlcANT ( 3{r+G m 6m)

AGREEMENT by HOSPITAL (rFrdld lRI 6{R)

By alfixing hereunder, signature ol our Aulhorised Signalory tor .ecommending lhis case/patisnt lor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm A acc€pt follorving:

i1 tnit wi neitner are presen{y nor will in future avail of financial assistance lrom another NGO or any other source, for the sarne patienucas€, as wa are 
.

r;questing to get fiom Koshiki Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lflhe requelted assistance is not grant€d

b/Koshik-a Fo-undation, in part or rn tull, then the Hosprtal reserves it's nght lo make !p lh€ shoniall lrom another NGO or any othor source. This

c6nlirmatron essentialty st;les thal the Hosprtat wi1 not avait any duplicaie assislance for the sam6 patrenl/case from any olher NGO or any other sourc€.

ijtne asslstance trom Koshrka Fo!ndal on rs only frnancral rn nalure The chorce of the lrealmenvprocedure advrsed/conducled by the Hospital on the

pltrent, is based on the arrangement between the patient & the Hosprtal, and is in no way rnfluenced by Koshrka Foundation. Hence, the Hospital lYiil

lisume iole a comptete resp;nsibilaty of the tr€atment & its oulcome & salety of the patient, and Koshika Foundation will have no role o. rasponsibility

in the matler.
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SIGNATURE of IRUSTEE 2
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t ) By afitxrng my sagnature or thumb impression on this Form, I (Applicant) her€by agree & authorise Koshika Foundation and il s Trustees to

use/publtsh/put-up/reproduce my name, address, photo & details ol the'purpose". lor which such assistance is requested/grantod, lhrough any

modium, including but nol timited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my treatmont or fulfilmenl of the "purpose'

lor which assislance is being r€qu€sled.

2) I (Applicant) further agree thal any such use ol my name, addrgss. pholo E details of lhe "purpose for which such assistanc€ is rsquEsted/granted,

will n(rl automatically entitte me for rec€rving or conlinuing the said assrstance. The decisron for granIng and/or conlinuing the assislance will rest solgly

with the Truslees o, KoshrKa Foundalron. and lherr decrsron is lhls regard will be llnaland acceplable to me
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