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DECLAMTTON by APPLTCANT: 3tr+{6 ERr dqql y{l

1) I hereby confinn that alldetails in this Form are True to the best ol my knowledge. Any false statement will render my Applicalion & ongoing asslslanG. lf 8ry
liablo for rBjectiory'cancellation.

2) I solemnly onlirm that assistance, if received from Koshika Foundalion, will be used only ror the 'purpass', as slated in thls Folm, tor whlcfi sudr 88sl8tarce

was requested by me.

3) I her;by confirm that I have not & wi|| not in future, availof reimbursement, in part or in full, from any other source/employ€r/insurancs company, o, ho a,nolltlt

for which his assistance ls requested.
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AGREEMENT by APPLICANT ( zRr 6{r()

1)By aflixing my signature or thumb lmpression on this Form, I (Appllcant) hereby agree & authorise Koshika Foundation and il! Trustees to

uie/publlstrl-put-up/ieproduce my name, address, photo & detalls ofthe'purpose', for,,vhich such assistance is requested/granted' through any

medium, inciuding bui not timited to verbal, print, electronic, for soticiting donations for Koshika Foundation and/or disseminating informaton aboul lt8

sctivities/achleve;enb, Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or lultilment orlh€'purpose'

for which assistance is being requesbd.

2l I (Appticano lurther agreJthaiany such use of my name, address, photo & detalls ofthe'purpose", for whlch such asslstance is r€quested/grantod'

witt noi automiticatty enii e me for rEceiving or continuing the sald assistance. The declslon for granting and/or continulng the asslstancs wlll rBst sololy

Mth the Trustees of Koshika Foundafion, and thek decision is thls regard will be llnal and acceptable to me,
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AGREEMENT bY HOSPITAL (EffiTd d{I 4IN)

By affixing hereunder, signalure ofourAuthorised Signatory for recommending this case/patlent

(Hospilal, here by afiirm & accept {ollowing:

iiirilii6 
"-"liiid,,ii" 

presen y'nor wilt in-fuiure avait of flnancial assistance from another NGO or any other source, for the same palienucasa, as we aro

requesting to get from Koshika rounoatron, ii iire eitent that such assistance is granted by Koshika Foundation. lt the lequesled assistancs is not granted

bv Koshika Foundation, in part or in tu,r, lhe; tii" uJiiiiiii!iJ*.. ;rs right to m;ke uo th; shortfall from anothcr NGO or anv other source Thls

;;,iililil; ;;l;r;ly riJt"r tr,ri mL irorpr"i*iu ,5i .,rL .ny orpr.caie assistance ior the same patienucase flom.anv other NGo or anv olher sourca'

2) The assistance from xosrr;xa rouroat,orfis"o"iv t.'j*rrr :" ,iatlir'", irre choice of th; treatrnenuprocedure advised/conducted bv the Hospltal on the

oatient. is based on the uuungerent bet*""n inJpoiL-,ni a p,e Horpit"t, anO is in no wiv inttuenced by Koshika Foundation Hence' ths HdsPltal wlll

lssume sote & complete responsrbrrity of rrri irli]'trl.iiia ri" ii,i;J"i" a'rrr"ty'or tn" prti"ni, ino rosdtta Founoatlon wlll have no role or responslbllltv

for financial asslstance from Koshlka Foundatlon, we
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