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OECLARATION byAPPLICANT qld(f; lm qlllolr rri:

1 ) I hereby conllrm lhat all detarls rn thrs Form are True to lhe besl of my knovJledge Any false slatemenl wrll render my Apphcalon & ongoing assaslance. if any.

hable for relection/canoellaton.

2) I solemnly confirm lhat assistance, if received lrom Koshika Foundation will be used only lor the "purposs'. as stated in this Form. for which such assislanco

was requestd bI me.
giifr",tOiconn,in nat I hav6 not & wi not an tuture, avail of reimbursoment. in pad or in tull, f.am any other source/employer/insuranca company. ol the amount

for which this assistanco is requestsd.
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AGREEMENT by APPLICANT 1 Erc 6Ir{)

1) By afiixing my signature or thumb impression oo this Form, I (Applicant) hereby agre€ & aulhorise Koshika Foundstion and it's Trustses to

uielpultisfr/-put-up/ieproduce my name, address, photo & details ol the'purposa". lor which such assrslance is requested/granled, through any

meOium. inciuding but not limited to verbal, print, electronic, lo. soliciting donalions for Koshlka Foundalion and/or disseminating information about il's

activities/achieve;ents. Such use ol my photo & delails can be made by Koshika Foundation before or afler my lrealment or tulfitment ol the'purpose"

for whrch assistance is b€rng requested

2) I (Apptrcant)furlher agreJ lhat any such use ol my name address pholo & details ol lhe ' purpose" lor which such assislance is rsquested/granted,

will not automaticalty entltte me for recerving or conltnurng the said assrstance. The docision lor granlrng and/or continuing lhe assistance will rosl solely

with the Truslees ol Koshrka Founda0on. and lhelr decisron ls lhrs regard will be final and acceptable lo me
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AGREENENT by BOSPITAL (TqdIE EM fift)

Byafiixinghereunder,signatureofourAuthorisedsignato'yforrecommendingthiscase/patientforfinancialassigtanctlromKosh'kaFoundationwe
(Hospital) her8by aflirm & accept followrng

i; iirit we neihjr are presenlty nor will iniuture avail of flnancial assistence lrom anoth€r NGO or any oth€r source, for th€ same patignt/case. as we aro

r;questing to get tom Koshrk; Foundation to the extent lhat such assistanoe is granted by Koshika Foundatron. lllhe requested assistance is not granted

Uy foif,,t"" io-unO"tion, rn part or tn lull. then lhe Hosprlal ,eserves rl s nght lo make up th€ shonlall lrom anolher NGO or any other source. This

i6nfrimation ossenttatty s;tes that the Hosprtal wrll not avarl any duplicaie assistance for lhe same patrenl/case from any olher NGO or any other source

,iThe assistance from Koshrka Foundatron rs only frnancial rn ;ature The choice of the keatmenl/procedure advis€d/conducted by the Hospitalon lhe

pllenf, is baseO on ttre arrangemenl between lhe patienl & lhe Hospital, aod rs in no way influenced by Koshika Foundalion. Hence. the Hospitalwall

iiir., iof" a corpf"te resp;nsrbitity ot the treatm€nt & it's outclme & salety ol the patront, and Koshika Foundalion wrll have no rols er responsibility

in the matler.
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