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DECLARATION by APPLICANT: xlir*F ZFI qlsql iri:

1) I hereby confirm that alldetails in thls Form are True to lhe best ol my knowledge. Any false statemenl will render myApplrcalron & ongoing assistance. if any.

liable Ior rejectiorvcancellaton.

2) I solemnly confirm that assistance. if received lrom Koshika Foundation. will bo us€d only for th€ "purpose'. as stated in thas Form for rvhich such assistancg

was requested by me.
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1) By afiixing my signature or thumb impreslion on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trust66s to

useipuOtistrliut-up/reproduce my name, address, phato & details ol the "purpose". tor which such assislance is rgqu€sted/grantod. through any

meaium, inciuOing but not limited to verbal, print, otectronic, lor soliciting donations lor Koshika Foundation and/or disseminating inlormation aboul il's

activities/achi€vemenls. such use ol my photo & delails can be made by Koshika Foundation before or after my treatment or fulfilmenl of the 'pu.pose'

lor whrch assislance rs being requesled

2) t(Apptrcant)further agree that any such use of my name address. photo &detarlsoflhe purpose". for which such assistance is requested/g.anted,

;ill n(rt automaficalty eniille me for recerving or conlinurng the said assrstance. The decision for grantrng and/or continuing the assistance will r€sl solely

wrth the Trustees ol Koshtka Foundalron. and lherl deosron is thrs regard wrll b€ final and acceplable to m€
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AGREEiiE T by HOSPITAL (rFme am rm)

By af{ixrng hereunder. signature of our Authorised Signalory for recommending this case/patient lor frnahcral assislance from Koshrka Foundation, we

(Hospkl, hereby aftrm E accept lollowrng.

i) if,if 
"6 
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st;tes that the Hosprtat wil not avarl any duplrcaie assistance for the same patienl/case flom any other NGO or any olher sourc€

ijtne assrstance trom Koshrka Foundatron rs only frnancral rn;al!re The chorce ot the treatmenUprocedure advised/conducted by the Hospitalon lhe

oattert. is based on the a.ranoe/nent between the patrenl & the Hosp lal, and rs,n no way'nfluenced by Koshla Foundaton hence, the Hospltalwrll
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in the matter.
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