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DECLARATIOT{ by APPLICANT: 3ir{{s. ERI +qq TT,;

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appllcation & onEoing assistiance. il aily.

liable for rejection/cancellalion.

2) I solemnly ;onfirm that assistance, if received from Koshika Foundation, will be used only for the'purpos€', as stal€d in this Form, tor which such assisiance

was requested by me.

iiif,e,tOiconni, $a I have not & will not n fulure avail of reimbursement, in part or in full, from any other sour@/employer/insuranca company, of th€ amounl

for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient tor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
j) fiit w6 neittrer are presenlly nor wlll in-future avail of financial assistance from another NGO or any other sourc€, for the same patienucase, as w€ are

rdquesting to get from Xoshik; Foundalion, to the extent that such assistance is granted by Koshika Foundation. lllhg r€quested assistance is not granted

bykoshiki Fo-unOation, in part or in full, then the Hospilal reserves al's right to m€ke up the shortfall trom anolher NGO or 8ny other sourcs. Thi6

;nfirmalion essentia y sdtes that the Hospital will not avail any duplicate assistance for the same patient/casE f,om any olh€r NGO or 8ny othff sourc€.

i;the assistance from Koshika Foundation is cnly financial in nature. The choice of the treatmenvprocedure advisod/conducled by the Hospital on lhe

pltient, ii Uu""O on tnu arrangement betlleen the patient E the Hospital, and is in no way lnfluenced by.Koshlka Foundation Hencs, thg Hospilalwill

assumi sole & complele resp;nsibility ol the treatment & rl s oulcome & safety of the patient, and Koshika Foundation will have no rolg or responsibility

in the matter.

5rt ofirqa, rsrut +1 $k t qTTd^i'ft q1 'Ffirfl srr<Ir3' t tdftc s6rq(l t{ fisFrfrfl 61 qd t' firt Ec (!rq H) ftq r-6R * cr{ s *6R 6d

l)qrt6?d{dqrjsrrdqEqqffoqrramtur1 +{ {1610 ri{qr 41 ffi erq *<tr< ri,terqd { St qr ii rtl, ti fr wt'Eiftr6l sr3-*w"

t ftrqrftvffi r< d w,sq i "otfrr+r qrrim " Em rqq fu i6 +r qR "61ftr6r $r6dTr" ERI vaq-ar ffi oRmrr+o tg q'd( d tqqr q lii qsdrd

ffi e-{ t{ stor0 rtpr qr ffi srq s+,r'n t ra"ro dl qr i{frrsr $isn rq *r F{ tfu { we c'a q t tr oeinn frfiq q< gqt t't/qlrd tg ffi
lh €1610 {gt qr frtd lrq {rrr t =rfr +nrd,fr

z "qtfrr6l srreflr" t d ,r{ qdl4dl +4e ql tr +i cr Eprdrfl Em t 'r{ 
qira qr H ,ri sc-{wfrqr 61 3ns tt qs rwdm

r+n or srH qsls rd tr a{ffi Esflrd { ri,n * rerq {w qk qn iri +1 {rt f{C<rt t.i cs rmlR

d d,fi ek "6jRrfl" 61 oti 'ftu'* 
qr { rfi rtdr

AGREEMENT by APPLICANT ( lr{ 6m)

.l) 
By affixing my signalure or thumb impression on lhis Form, I (Applicant) hereby agree & authorlse Koshika Foundatlon and lt's Trustees lo

use/iublisn[ut-upiieproduce my name, address, photo E details of the "purpose", for which such assistance ls requested/granted, through any

medium, inciuding but not limited to verbal, .Drint, etectronic, for soliciting donatlons for Koshika Foundatlon and/or dissemlnating lnfo.mation aboul it's

activilies/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my traatmenl o.lulfilment of the 'purpos€'

for which assislance is being requested.

2) I (Applicant) furlher agree lhat any such use of my name, address, photo & details ol the 'purpose'. lor whlch SuCh a$istance iS requ€sted/g.anlod,

witt noi automatica y enii(e me for receivirg or continuing the said assistance. The decision for granting and/of continuing tho asslstanca will rost sol€ly

with the Trustees of Koshlka Foundation, and lheir decision is this regard $/ill be linal and acceplable io m0.
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