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oEcLARATlOil by APPUCA T: iqd(tr !ir0 S}SW Cr:

1) I hercby conlirm hal all details in tlis Form are True to the best of my knowledge, Any hlse statement will ronder my Application & ongoing assistance, if any,

liable ror rcjsctiorrcancellation.
2) I solEmnly;onfirm that assistance, lf r€ceived from Koshika Foundation, will be used only for the'purpos€', as stated in this Form, tor which such assistance
was requested by me.
3) I h€f;by confiin that I have not & will not in future, avail of reimbursem€nt, in part or in tull, fiom any other sou.c€/€mployer/insurance company, of tho amount

for whkh this assistanc€ is requosted.

I) { dcq 6mtldr{ n6c i RA dqSfrcllrtt qr{drt + qsRx.€Ei{6 tr q& 6( fddlq cq 6qc q{f, cTql qrdl ld *t wrrdl ffie nl ql Ir(i'S tr
2) it u(I d strT {fir "+ifrFn vrr€fi', { d sl d t, rq-{r sct{ s$ Et{c d $ * H trql qri'n, ci !q rT6c { c{ qql ll
3) { Itu 6Gr tfr f* rurm tEern&r+1,r{t, s{ rftur liffr; ql s6n frw ffi q-{ r}dflctcrdcl 6q-{iqiifcqlqklSqfftq{ttt

AGREEMENT bY (qri<uF rm 6m)

t
AGREEiIENT bY HOSPTTAL (f,W A ER 6{R)

RECOIIMENDED FOR ACCEPTENCE

ff + fdc ri<fd
w

Onrceci
takslrmtpatt tt ''

Manage'

FOR INTERNAL USE of KOSHIKA FOUI{DATION ql<fiS 3Cd,I i(
S|GI{ATURE ofTRUSTEE 2

;CIfr Ekllfi Z

S|Gi{ATURE ol TRUSTEE 1

qIfr ERN{ I

alr

l) By afiixing my signature or thumb impression on this Form, I (Applicant) heroby agree & authorise Koshika Foundation and it's Trustees lo

use/Dublish/Dut-up/reproduce my name, addrsss, photo & details of the 'purpose', for which such sssistance is requested/granted, through any

medium, including but not limited to vsrbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achieve;ents. Such use of my photo & detalls can b€ made by Koshika Foundatlon before or aft€r my treatrnent or fulfilmenl ofthe'purpose"

for which assislance is being requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details ol the 'purpose', for which such assistance is requested/granted,

will not automatically entile me for receiving or continuing the said assistance. The decision lor granling and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundation. and th€ir decision is this regard will be linal and acceptablg to me.
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By aflixing hereunder, signature of ourAuthorised Signatory lor recommending this case/patient for financial assistance trom Koshika Foundation, rYe
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Uy'ioifrlf: io"rna"tion, in part or in futt, then the Hospital resorves it's right to mrk6 up the shortfall froin another NGO or any other source. This

6nnrmatiJn eisentiatty st;t€s that the Hospital will not avail any duplicaie asslstanca ror the ssmo patient/cass lrom any other NGO or any othar source.

iiifr" ,Gtt"n"" f-niKoshika Foundation is only financial in nalure. The choice of the tteatm€nuproctdlre advised/conducted by the Hospital on the

;;tent, is based on tho anang€ment between th€ pationt & the Hospital, and is in no way influenced by Koshika Foundation. Henc6, the Hospital will
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resp;nsibility of the treat nent & it's outcoms & satety ot the pstient, 8nd Koshiks Foundation will have no 1016 or responsibility

in the matter.
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