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DECLAMIION by APPLICAiIII qff(6 Ero slqqr qr:

1) I hereby confirm that all detrils in this Form are True to the best of my knowledge. Any false statement will rsnder my Application & ongoln0 sssistanco, it 8ny,

llabls for rBJection/cancellation.

Z)t sotemntyionnrm ttrat assislance, if received from Koshika Foundation, willbe used onlylor ths'purpos€', 8s statad in hls Fom, fqr whlch such ssslstranca

was requested by me.

JiiiJi-dy.i-.n^ tf,"t fhave not & wi not in future, availof reimbursement, in part or in lull, from any other source/employer/lnsuranco company, othe a

tor whlch thls asslstance is requested.
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AGREEI'rlENT byAPPLICANT ( 66 em)

l)By afixing my signalule or lhumb impression on this Form' I

use/publish/putup/reproduce my name, address, photo & detai

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

sctivluerachievements. Such use of my photo & details can be

(Applicant) hereby agree & aulhorise Koshika Foundation and lt's Trust€es t0

ls of lhe 'purpose", for which such assistance is requested/granted, through any

soliciling donations for Koshika Foundation and/or disseminating lnformatlon about lts

made bi Koshika Foundation before or after my treatment or lullilmsnt ot tho'purposo'

lor whlch sssistance ls being reqdested,

zJ t'(lppri.ant) rrrt er agreJuai any such use of my name, address, photo & delails of the 'purpose', tor whlch such assistancs ls requsstsd/granl8d,

,iti noi 
"rtoriti""tty "ni 

e me for receiving or continuing the said assistance. The decision lor grantlng and/or clntinuing the asslslance will r3st solsly

with thg Trustees of Koshika Foundation, and thelr decision ls this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (ESdTd 6( F.{R)

8y affxing hereunde( signature ol ourAuthorised Slgnalory for recommending this case/patient tor 

'inanc

ial assistance from Kgshika Foundation, we

(Hospllal) hereby aflirm & accept lollowing:

iii;;i;;;ilh;r ;;; p;"s.nir},'noi * r in-rrrr,e avail of unancial assistance from another NGo or any other source, for the samo patlenucase, as wa are 
.

.e6Uestino to oet kom Koshrka Foundatron. to the extent that such assistance is granled by Koshika Foundation, ltlhe rcquosted asslstanc€ is not grantod

;;I;;i;ii'";;;j;il;.'i" pi'i ,-il rr'ir, ,i,t^ t;" Hoipitai ,".e*e. i, s rsht lo m;ke up tha shortlall riom another NGo or anv other sourc6. This

#ninmaton essentiarry states ttat tre Ho5p rit witt n6l iva'r any duplicaie assislance lor lhe same palienUcase from any other NGO or any oher sourca'

il i.i; r;;;;;; i;# ioshria Foundatioriis onty financiat in ;ature. The choico of the treatrnenVprocedure advised/conducted by lho Hospltal on lh6

ilti"nt,-tr'0"".0 on tr," a,rangement regeei ihJp"ii"-"i a in" ioipit"l, and is in.no way influenc;d by Koshika Foundatlon Henc6,lhs Hdspltslwlll.

irJuri ioij C *.pr"te resp-onstb lty oftre ir""l,i.ni a fi'" ort"onie & safety of the patjent, and Koshlka Foundatlon wlll have no rolo oI responslblllty

in the matte.
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