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TEGLAMTIoN byAPPLlcaNT: ir+<6 ERI tilcql c?:

)IherebyconfirmthatEIIdetarlsinthisFormareTruetolhebeslolmyknowledge.AnyfalsestatementwillrendermyApplication&ongolngssslstanc6,8fly,
liable for relectiory'cancellation.

f iiii-"ri.fv-ii;lii, trrri assisla nce, it recEivea from Koshika Founda{on, wlll be used only for the 'purposo', 6s stated ln lhis Form, for whLh sudr as3lslan6

vas requested bY me

l) I hereby confirm lhat I havo not & willnot in future. availof reimbursement, in part or in full, trom any other sourc€/employer/insurarcE company, ot tfio

ior which this assistanco is requested
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AGREEMENT bY APPLICANT (3ffift fm 6{R)

1) By affixing my signature or thumb implession on this Form, I

use/publish/put-up/reproduce my name, sddress, photo & detail

medium, including but not limited to verbal, print, etectronic, for

sctivities/achievements. Such use of my photo & details cafl be

(Applicant) hereby agre€ & authorise Koshika Foundation and it's Trustees to

i oithe 'prrpose;, for which such assistance is requestedi granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about its

maae U! fosirita foundation before or after my treatment orlullilment ol tho'purpose'

for whlch assistance ls being requested.

2) I (Applicant) lurther agree that any such use of my name, address, pioto & details of the'purpose" for t{hlch such assistance ls requEsled/grsnted'

wi1 not automatically entile me for recdvini-oi rontinurngii,. .uio 
"iilstance. 

The declsion ior granllng and/or continuing the asslstancB will rost solely

,riitr ttre frustees oit<oshika Foundation, a;d thelr declslon ls lhis regard will be ffnal and acceptable to me
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By affixing hereunder, signature of ourAuthorised Signatory lor recommending this rase/patient for financlal assistance from Koshlka Foundatloo' wg

(Hospital) herebY afflrm & accePt following

1)lhat we neither are presenlly nor willin fu ture availof financial assistance from another NGO or any olher source' Ior the same patienvcase , as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted bt/ Koshika Foundation, lf the requ ested assistance is not granted

bv Koshika Foundation,

c;nfi rmation essentiallY

in part or in full, then the HosP

states that lhe HosPitalwill no

ital reserves it's right to make up the shortlall from anolher NGO or anY other source. This

t avail any duplicate assislance lor the same patienucase from any othe r NGO or any other source

2) The assistance Irom Koshika Foundation is only financial in natu re. The choice of the treatmenvproced ure advised/conducted bY the Hospital on the

pati ent, is based on the arrang ement between the Palie nt & the HosPital. and is in no way influenced bY Koshika Foundation. Hence , the Hdspitalwill

assLl me sole & complete respon slbllity of the treatment & it's oulcome & safety of the patlent, and Koshika Foundatlon wlll have no role or responsiblllty

in the matt€r.
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