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l) I h€reby conllrm that all details in this Form are True to the best of my knowledge. Any lalse statoment will render my Application & ongolE ssststEnce, It any,
liabls for rcjectiory'canc€llation.

2) I solemnly mnfrm that assi{anco, if received from Koshlka FoundaUon, will be used only lor tie 'purpose', ae statad in thls Fom, fo. which sudr asslstanc€

was requested by me.

3) I hsrirby confirm lhat I havo trot & will nol in future, avail ol reimbursemsnt. in part or in tull, lrom any other source/employer/insurane compstly, d t€ tmount

for whldl this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publlsfrtiut-upt-reproduce my name, address, photo & delails of lhe 'pu.pose', for which such assistance is requested/granted, through any

medium, inciuaing Ur.ri not limibd to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation sboul it'8

activitjes/achievemenis. Such use of my photo & details can be made by Koshika Foundation before or after my treatment orfulfilment ol the'purPo86'

lT,1ffl',;iltrffi.jrt"#,fi'r""tJ:l" *e or my name, address, phoro & detairs orrhe'purpose', ror lvhtch suoh asststance ts requested/sranted,

witt noi automiti"atty entitle mE tor receiving or continuing the said assistance. The decision for granting and/or continuing the asslstance wlll rest solely

with the Trustees of Koshika Foundalion, and lheir decision ls this regard wlll be flnal and acceplable to me.
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AGREEMENT by HOSPITAL (l$dTfl Eru S.M)

(Hospital) hereby afiiIm & accspl following:

iii#i.f,'!;;lth;r;;; Jreieniry'noi witt in-tuture avail of financial assistance from anolher NGO or any other source, tor the same paIenucase, asw€ aro 
.

ijqrriG io g11 fr. Kostrifi roundation, to ttr; extent that such assistance is granted by Koshika Foundation. lflhe requested assistanca isrot grant8d

Uv foit if,l io'-Ouiton. in pan or in fu , fhen-the Hospital reserves it's right to mike up thd shortfall kom another NGO or any other sourq6. Thls

c6nnimation essent:attv st;tes lhat the Hospital wi l not avail any duplicaie assislance for lhe same patienucase from any other NGo or any oher source'
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C .o.plute responstUi ty ot the t,erlri,"ni a itt out.oni" & salety ol the patient, and Koshlka Foundatlon wlll have no role or rosponslblllly

By aflixing hereunder, signature of ourAuthorised Signatory for recommending thls case/palient for linanclal asslstance from Kos

in the matter.
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