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DECLARATION by APPLICANT: aI{$ A{I dqlll Td:

1) I hereby connrm that all delajls in this Form are True lo the best of my knowledge. Any lalse statement will render my Appllcation & ongolng asslstanc€, It sny,
llable lor Ejeclion/canc€llation.

2) lsolemnly confirm lhat assistance, if recaived from Koshika Foundation, will be used only tor thg'porposs', as statsd in thls Fom, tor whkfi sudr asslStanca

was requested by me.

3) thereby confitm lhat I have not & willnot in future, availof reimbursement, in part or in full,lrom any other sourco/employsr/insurancs co{npany, olha amou[
lor which thls assistanc8 is r€quested.

I) d dcqr 6Gr tf6 r{ 916! i Ridsfi f€Er rt qrsli d ir{€r(vi4qqrdtr qR ct* fu+rq qe 6q-r srsfl rrqr q tni+tqrl'rflfi{RqlclEAtl
2)*Emiistr(dr{fyr.Elfrr6lsrr+fi',tdsI{61t,T{r6tsqchTSrfuqa1$+Htd,qlsrh[,dl€cr5q{qtrTcllr
3) dgfrrtil ttu es rnr<r fuwrnl*+1 d t, ss ffir Er qfrle cr srd kwr ffi r< slvFrql-{drfrql oc-itrdfrqrldraiqfteililrr

AGREEMENT byAPPLICANT (3{r+<fi Em fiR)

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

use/publish/put-up/reproduce my name, address, photo & details of the'purpose", forwhich such assistance is requested/granted,lhrough any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemin?ting lntormalion about ifs

sctivitieE/achlevements. Such use of my pholo & details can be made by Koshika Foundation before or after my tr€atment or fulfilment ol lhg'puIpose'

for which assistance is being requested.

2) I (Applicant) further agree that arty such use of my name, address, photo & details ofthe'purpose', for whlch such assistance ls requested/granlod,

y/ill not automatically entitle me for ,€ceiving or conlinuing the said assistance. The decision for granting and/or contlnuing the asslstance wlll rost solsly

wlth the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (69ffd 6,C()

By affxing hereunder, signature ofourAulhorised Signatory for recommending this case/patient forfinanclal asslstance ftom Koshlka Foundauon,lve

(Hospilal)hercby affirm & aEepl following:

1) that we neither are presently nor will in fulure avail of financial assistance from another NGO or any olher source, for the sams patlenucase, as we ar€

requesting to got from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. llthe requested asslstanc€ ls not grantsd

by KoshiLa Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or 8ny other sourc!. Thl8

confirmation essentially states that the Hospitalwill not avail any duplicate assistance for the same patienvcase from any other NGO or any olhsr tou.ce.

2)The assistance froni Koshika Foundation is only financial in nature, The choice of the featmenuprocedlre advised/conduclod by the Hospitalon lhe
patient, is based on the arrangement between the patient & the Hospital, and is in no way inlluenced by Koshika foundalion. H8nce,lhe H6spltalwill.

issume sole & complete resp-onslbility otthe treatment & it's outcome & safety ofthe patlent, and Koshlka Foundatlon wlllhave no role or r6sponslblllty

ln the matter,
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