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DECLARATION byAPPLlCAilT: {fi+({ fir dqw rx:

1) I hereby confnn that all delails in thls Form are True to the besl of my knowledge. Any talse statement will render my Appli6lion & ongoing arslstance, lt 8ny,

liable for mjectiory'cancellation.

2) | sol€mnly ;nfirm that assistance, il received trom Koshika Foundation. wlll be used only for the 'purposo', 89 stat6d ln thls Form, for wl dl 8u.h asalstanq,

rvas requested by me.

iiitiJiliy i]-"ii" 1ia fhave not & wtlt not in future. availof relmbursement, in part or in full,lrom any other sourca/employ€r/insumnc€ company, o,he

fur whk r hls essistanco is rcquested.
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AGREEMENT bY APPLICANT ( flo q-m)

l) By amxing my signalure or thumb impression on this Form, I

use/publish/put-up/reproduce my name, addless, photo & detall

medium, including but not limited to verbal, print, electronic, for

sctivities/achievements. Such use of my photo & delails can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustgss to

s ofthe'purpose', for which such assistance is requestedigranted, through ary

soliciting donations for Koshika Foundation and/or disseminating inlormation about lrs

made bi Koshika Foundation before or after my treatment or fullilment of the'purposo'

tor whlch Sssistanc€ is being reques(ed

Z) t (epplicant) furtfrer agredthaiany such use ot my name, address, photo & details of the'purpose', for whlch such asslstancE ls requested/granted'

,itt noi 
"rto."ti""tty "ntifle 

me for receiving or continuing tire said asslstance. The declslon for grantlng and/or contlnuing the asslstance wlll rest solsly

wlt r ttte Trustees oiKoshika Foundation, and their decision ls this regard will be linal and acceptable to me

r) Xs yc{ w qci rRrc{( q rt'r} q1 sN q,trdl, { (iflq-(6) qrn T6fi d SE 6fiI (Cs "R1Rr{I sri&r{ qh EF+ qr*ql 'ai 4fr6 tm t(fr *! en,
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2) t (qli6) 6<n i rdqa{to*n rTq, !dl, litzi qt{ t{d{q d t6 RErq + T{ltrd i Efrid t 5* Tqil: TEFrdr 6l trffiI lfr r+at rs sds il

'rtftm'qsqrs+ qM EI fTtq sftq 3tR qrs'rflfr ti'rrl

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION

AGREEMENT bY HOSPITAL (EgdTfl fiT fiR)

By afrxlng hereunder, signature ot ourAuthorised Slgnatory for recommending this case/patient forllnancial asslstance ftom Koshlka Foundatlon, we

lHosoltal) herebv afllrm & acceot followinq:

iiiili; ;;ilh;;;; pr. reniri'noi 
"in 

tn"rutrre avait of financiat assistance from anolher NGo or any olher source, for the same patlenucaso, as wa ara 
.

reouestino to aet from Koshika Foundat,on, io Ure exlent that such assistance is granted by Koshika Foundation. ll the request€d assistrancr 13 not grantgd

Lrl;;iii6 i"-j.ib". i" pun or. in rurr, in"" rr,e Hospitat reserves it s right to m;ke up the shorttall lrom another NGO or any other sourc€. Thls

6nnrmation essentiafty stites that the Hospital will not avail any duplicaie assislance for the same patienucase from.any other NGO or any o.I9t soyr6.

2) The assistance from Kosh'ka Foundatio; is only financial in nature, The choice of tho keatmenvprocedure sdvised/conducted by lho Hoslltal on lhs

ol,ti"nt. l" t"i"O on if,u arrsnoement between (he patient & the Hospital, and is in no way influenced by Koshika Foundatlon. Hence, ths HdsplElwlll

lirrri iof" C.o.ptrte resp;nstb lty of the treatment & It's outcome & safety of the patlent, and Koshlka Foundatlon wlll have no role or rosponslblllty

in the matter.
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