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DECLARATION byAPPLICANT: 3ft.<* fi dqq rr:
l) lhereby contirm lhat alldelails in this Form are True to the best ol my knowledge.Any Ialse statementwill render my Application & ongolng ssslstanco. tt any,

liable lor rBjection/cancellation.

2) lsolsmnly mnfirn that assistance, ifreceived from Koshika Foundatlon, willbe used only for the'purpose', as stat€d ln thb Fom, for whidr sudr 8&elsbnco

rxss requested by me.

iiit 
",iiici-"n,i" 

tn"t I have not & will not in future, avail of reimburcement. in parl or in tull, fom any other sourcs/employer/insuranca conpany, o, th€ a

for whidl this assistance

r) t\isr[6'Grtfs$
2) it !r{I + {x[{dt {Rt '

3) tgfe6{ tfr fcs

is requ6ted.

clsq i ki .ri s'ff tr{{!r tt qr{drt d !r'd{r{ B-f, cs rfl tr qR 6]i fdd{rr si {{I{ q{rfl rrql srdl I a} it ssrrdr ft(E d rr ri5.f, tr

'ddil6r srd-dm', d !fl qr rd t, vrfl :c+'l rS Biw c1 $ + ffi f{qr ql+n, qi tq rl6c { c{ Tcl *l

xnq<rtgqtyrfiqll,ril,rs{furnsTiir6qrqqidffRrffi![-qalafrdq+rfiqroqfiira}teqrldrqfrqfrqilfir
AGREEMENT by APPLICANT ( int<* ERI q,m)

1) By afiixing my signature or thumb improssion on this Form, I (Applicanl) heroby

use/publisty'put-up/reproduce my name, address, photo & details ofthe'purpose',

medium, including but nol limited to verbal, print, electrcnic, for soliciting donation

sctivities,/achievements. Such use of my photo & details can be made by Koshika

agree & authorise Koshika Foundation and it's Trustees lo

for which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminating information about ifs

Foundation before or after my treatment or fulfilment of the'purpose'

torwhlch ssslstance is being requested.

,) I opplicanu further agreithai any such use of my name, address, photo & details of the "purpose", lor whlch such asslstance ls GqueslBd/granted,

*itt ,oi irtorrti."tty 
"ntitle 

me hr receiving or continuing the sald assistance. The decision for grantlng and/or contlnuing lhe asslstanco lYlll rest solely

with the Trustees of Koshika Foundalion, and their declslon is this regard will be linal and acceptable to me.
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wr, stel eh qi ka1q {q yq: { qr&n *, ri "orRmr" q+1 qS, <r, qrwrql ${ 3*Yq d gei.IidFM qiI3cuf.{qi + fvi ffi fr rqR qlqq

t gqrR'd 6d + tdq qfir{( tr * vqz +r kqr"r qt {dlq * cEd ql sK i 6{i * faq "eiRIsI rrc}m" s ar$ otrqi tt

z)l(qr+cF)gasrddF6q?ifd+(Irlq,Tdr,+dsftffi{qdf+qaq-n*qirddrPhts*earvgl{dlqrr+'q{lfrirmwqrlcil
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APPLTCANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

3n+<g + d1e ar Fm

AGREEMENT by HOSPITAL (T$fff, BRI 6M)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patlent forfinanclal asslstanc€ lrom Koshlka Foundaton' wo

(Hospltal) hereby afiirm & accepl following:

ir irrlt,rl n"irnJ, 
",u 

oresenlly nor wilt in-luture avail of linancial assistance from another NGO or any other source, for the same patlenucase, a8 wg are 
-

rJdijliti'"s ii iti riir'ioir,iiil ror"a.til", io ,ne eilenr that such assistance is granted.by Koshika Foundation. lflhe requested asslstancs ls not grantod

Li foiiiifi io--ouiion. in part or in fu , then the Hospital reserves it's right to m;ke up the shodfall from another NGo or any other sourc€. Thls

i6nfiimation essentialty st;tes that lhe Hosp;tat witt n6t avait any duplicaie assistance ?or the same patienucase from.any other NGO or any oher sourc€'

iiif,J iiriit"n"" froni Koshika Foundatiori iaonly tinancial in riature. The choice of the treatrnenvprocedJre advisedhonducted by lhE Hoslital on lhc

oatient. ts based on the arranqement between ihjpattent & the Hospitat, and Is in no way lnfluenc€d by Koshika Foundallon. Henca, lhe Hdspltralwlll-

;;;il;;"i; &il;i;iu 
"ipi,niiuiritv 

or tn" treairirenr & tt's outconie & safety of the patient, and Koshlka Foundatlon wlllhave no role or rrsponslblllty

in lhe matter.
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