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oECLARAT|oN byAPPLtcANT: !qr+($'ERl dsw rrl
l) I hercby confrm that all details in this Forn are True lo the best of my knowledge. Any false statement will render my Applicatjon & ongoing ssslstanE. l, Eny,

liable lor Gjectiory'cancellatjon.

2) I sol€mnly confirm that assistance, il teceived from Koshika Foundatlon, will b€ us€d only for the 'purposo', as stated ln thls Form, for whlci such a€slstanco

was requested by me.

3) I hereby confirm that lhavo not & will not in future, availof reimbursement, in part or in full, from any other sourca/employer/insuranc€ comp6ny, olho amour

,or whicfi thE assislanca is requested.
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AGREEMENT byAPPLICANT (!qrt<.{ Em q-(R)

1) 8y aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustess to

use/publish/pulup/reproduce my name, address, photo & details of the'purpose', forwhich such assistanca ls requested/granted, lhrough any

medium, inctuding but not limlted to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about lts

sctivities,/achievements. Such use of my photo & details can be made by Koshika Foundation before or atter my treatmenl or fullilmsnt of th3'gurposo'

lorwhich assistance rs being requested,

2) I (Applicant) funher agree thal any such use of my name, address, photo & details otthe'purpose', for whlch such assislance ls requested/grani8d,

willnot automatically entitle me for receiving or contlnuing the sald assistance. The declslon lor grantlng and/or continulng the ssslstance wlllrestsolely

with the Trustees of Koshika Foundalion, and their decision is this regard wlll be final and acceplable to me.
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AGREEMENT bY HOSPITAL (6{trfld EIO 6({)

By aftixing hereunder, signature of ourAuthorised Signatory for recommendlng thls case/pallent for financlal asslstance from Koshlka Foundatlon, wo

(Hospilal) hereby aflirm E accepl following:

ilinit w6 neitfrdr are presen ynor lvill in-future avail of financial assistance lrom another NGO or any other source, for lhe same palienucaso, as ws are 
.

#qrriUng to g"t fro, Koshik; Foundation, to the extent that such assistance is granted by Koshjka Foundation. lflhe roquested assistanca isnot granted

by koshik; Fo-undation, in part or in full, then the Hospitat reserves it's right to m,ke up the shortfall flom another NGO or any olher source. Thls

dnnr.ition .r""nfirffy sl;tes that lne Hospilal will not avail any duplicale assistance lor the same patienUcase from any olher NGO or any o$er soutcs.

iiffre aisistance froniKoshika Foundatio; is onty lnancial in nature. The choice of the treatrnenuprocedure advised/conducted by the Hoslitalon tig
Datrent. is based on lhe arranoement between thipatient & the Hospital, and ls in no way inlluenced by Koshika Foundalion. Hence, the Hdspltalwlll

;;;;;; ;;i;;;;pi.ie reip'onsiU[ity ot rrre rreat.nent & it's outcome & salety ofthe patient, and Koshlka Foundation wlllhave no rolB or r€sponslblllty
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