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1) I hereby confirm that all detarls in thrs FoIm are True to lhe besl ol my knowledge Any fatse statement wrll render my Apptrcahon E ongoing assistance. al any.
Iable [or reJect@n/cancellatton

2) I sol€mnly confirm hal assistance, if [eceived from Koshika Foundation, will b€ used only for th€ "purpos€'. as staled in this Form. for which such assisl,anco
was requested by me.

3) I hereby conlirm that I havs not & will not in future. avail of r€imbursemant, in part or in full, from any olher source/employe./insirance company, of the amount
for which this assistranc€ is roquestod.

l ) q dcln 6r t f6 r8 qsq i ka 'd 
qS &*rq +0 qn6r8 * q'dm rq qi {d cft 6t{ E{(or cd 6q? qsf, $cr qrdl l n} +t (rnrfi ftre d a sqrt *r

:t il fnd snrm nfn "+1frrar vre<m ", t d rfl l. ss6r 3cqtr rS rkq 61 ffl *m f6qr cr4,n i rs lr6q { qfl rll tr
r) dftu 6rdr (h f!r( snctr iE qt q+{ ai,ri I rq dr 61 3irtE qt (ff, frRr ffi rq da,4rqtir6,-*ct 6q-A q I a) firqr t qtld rRq{frir

DECLARATION byAPPLICANT: wrr+ fm 'trr,n 
,17

AGREEITIENT by APPLICANT ( 3ir+6 Em q.m)

1) By atlixing my signature or thumb impression on this Fgrm, I (Applicanl) he.eby agree & autho.ise Koshika Fouodation and it s Trustees to
use/publrsh/put'up/reproduce my name, address, photo E details of the 'purpose', lor which such assislance is requesled/granted, thrcugh any
medium, including but nol limited to verbal, print, electronic, fo. soliciting donalions for Koshaka Foundation and/or diss€minaling lnformation aboul il's
aclivities/achievemenls. Such use ol my photo A delails can be made by Koshika Foundation before or altsr my kealment or futfitment of the'purpos€'
tor whrch assislance rs being requested.

2) I (Applicant) Ilrrther agree lhal any such use of my name. address. photo E delails ol the "purpose for which such assistance is requesled/granled,
will not automalically entitle me ,or receiving or continurng the sard assistance The decision lo. granlrng and/or continuing the assistanca will resl solely
with lhe Trustees of Koshrka Foundal on, and lhell decisron is this regard will b€ final and acc€ptabt€ to me
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AGREEMENT by HOSPITAL ( rgrdrf, Em 5{R)

By alfixing hereund€r, signature of our Authorised Signalory for recommending this case/patient lor financiaj assistance from Koshaka Foundalion, we
(Hospital) heroby aflirm & accepl followihg:
1) that w€ neilh€r are pres€ntly nor wrll in ,ulure avail of financial assistance from another NGO or any other source, for the same patient/cas€, as w€ are
requestrng to get lrom Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundatron. It the requested assistance is not granted
by Koshika Foundation, tn pa( or In full. lhen the Hosprlal reserv€s rl s fight to make up the shorllall lrom another NGO or any other source. This
confirmalion ess€ntially stales that the Hosprtal wil nol avail any duplicale assistance for the same patienl/case from any oth;r NGO or any other source.
2) The assistance from Koshrka Foundalron rs only trnancral rn 

^ature 
The chorce of the lreatmenvprocedure advised/cgnducled by lhe Ho;pibt on the

patrent, is bascd on the arrangemenl between the palrenl & the Hospitai, and is in no way influenced by Koshika Founda on. Henie, the Hospitalwill
assuma sole & complete responsibility of lhe treatmenl & it's outcome E salety ol the palient, and Koshika Foundataon wi have no rolg or r€sponsibatity
rn the matter.
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