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'l) I hereby conlirm that all dotails in this Form are True to the best of my knowledge. Any false slatement will render my Applicatlon & ongoing 8sslstino., lf 8ny,

liable ror lBjecuory'cancellalion.

2) I solemnly conlirm lhat assisknce, if rec€ived from Koshika Foundation, will be usod only ror tho ?urpose', es stat€d ln thls Form, tor whlch sudr 68al8lano.

was requesled by me,

3) I her;by confirm that I havo not & will not in future, avail of reimbursemBnt, in part or ln tull, fom any olhBr sourco/employer/lnsurancs company, of 0}o alltount

fo. whlch frls assistance is requestsd
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AGREEMENT by APPLICANT (En*(6 Em 6,fi)

1) By amxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

usetiuUtish/iut up/reproduce ny name, address, photo & details ofthe'purpose", for which such assistance is requested/granted' through any

medium, inciuding Uui not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or dissemlnating lnfonnatlon about it8

activitj€s/achieve;ents. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or lullilment of lho'putposc'

lT'1li"J,::il?ffi":i1iJ;""U""1"r1" *e or my name, address, photo & detairs orthe'purpose', ror whtch such assistance rs requested/srantsd,

*ilt noi 
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me lor receiving or continuing the said assistance. The decislon for grantlng and/or con0nuing the ssslstanc-e wlll r€d solsly

with the Trustees of Koshika Foundation, and their declsion is this regard will be linal and ameptable to me.
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AGREEMENT bY HOSPITAL (Twffd EM Efi)

By aftxing hereunder, signature of ourAuthorised Signatory for recommendlng thls case/patient forfinancial asslstanc€ ftom Koshlka Foundauon, rvs

(Hospital) hereby afiirm I accept following:
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neifndr are presenttynor will io-future avail of linancial assistance from another NGO or any other source, for the same pallenvcasa, as we are 
.

ijqr"itini to g.if.nr'xoshik; Foundation, to the extent that such assistance is granted by Koshika foundation. lf .t!e requested asslstanca lsrot grantsd

U-V'ioiiiifi io'-Ouiion, i; part or in full, th;n the Hospital reserves its righl to mike up the shortfall from another NGO or any other sourco. Thls

"i,nnirjtion "iranti"ffy 
sl;les that the Hosprtal\,!iLl n;t avail any dup|caie assistance for the same palienucase from.any other NGO orany oh8r sourco'

zt The assistance trom Koshika Foundalo; is only financial in nature, The choice of the treatmenuproc€dure advised/conduclsd by tho Hospltal on th6

ildi;'r, ili-r'!li-,,l ii,l ii[ig"r!.li"i*;"" ir,ldpitLni a tne Hospitat, and is in no wav influenced bv Koshlka Foundatlon. Hence, lhe Hdspltalwill

lriuri soi" a .orpf"te resp-onsibt,ity of the ir.ri.ioni a it'" orrconie & salety of the patient, and Koslilka Foundatlon wltt have no rolo or responslblllty
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