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DECLARATION byAPPLICANT: orFtfi'Em dsqr rI{:

1) I hereby confrm that all details in his Form are True to lhe best ol my knowledge. Any false statement will render my Application & ongolng ssCstanca, l, Eny,

liable Ior rejectiorrcancellation.

2) I solemnly confirm that assistance, if recojved frcm Koshika Foundation, will bo used only for lh6 'purposg , as stat8d ln thls Form, for wilci such E8alstEnca

was requested by me.

3) I her;by confi;n that I have not & wlll not in future, avaitof reimbursement, in part or in full, from any olher source/employBr/insurance company, olho amou

for whlch lhis assistanc€ is requested.

l) { dcln qitdl tfd w yrsq t ftt Ti {q1 ft-{Ft tfl qTrdrt * 3l3sR Efl c{ sff tr cR qt{ fdor g< rq-{ ar* rnr vnr t ai *0 crq'a ftr{d {t ct srfr tr

2) it uu st {srdt {ft 'siRrdt $T't&F', t tfl el rfr *, ss+t Ecqt'I6d rkc s1$ S H trcr srt'n, si {s $6! { 
'm 'rqr 

tr

3)t$E rr<r r(ft frr vn"r<r ;1 qr yr.ta a1 ,ri t, Ts nfu et qfrm ql rra frw ffi lrq st(/Ffs{rtrt re'* { I a} tsqr t atra* qfre il *rr
AGREEMENT byAPPLICANT ( ERI 6{R)

j)By amxing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshlka Foundation and its Trusteos to

use/publlshl-put-up/ieproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, through any

meOium, inciuCing bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemin?ting lnformation about lfs

activities./achievements. Such use of my pholo & delails can be made by Koshika Foundation before or after my treatment orlulfilment ol thE'purpose'

l"i,llitl,;:llfl"rt :":r".'#;:lHJtl.lr ,re or my name, address, phoro & detaits or rhe 'purpose', ror whrch such asstsrance is rBquested/srantod,

wltt noi automiticatty eniifle me for receiying or continuing the said asslstance. The decislon lor granting and/or conunuing the asslstance will rest solely

with the Trustees of Koshika Foundalion, and their decision ls this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (6SdI6 g{I SIR)

By affxing hereunder, signature ofourAuthorised Signatory for recommending thls case/patient for f nanclal asslsianca from Koshika Foundatlon. we

(Hospltal) hereby affkm & accept following:

it irrlt,"1 n"ithJ, rr. oresen vnot will in-future avail of linancial assistance from another NGO or any other source' for the samg pallenucase, as we arg 
.

;J,il;;ft'i];;irr;;'i;.iliiJ iou"Juri"n, ro me extent that such assistance is granted by Koshika Foundation. lllhe requested assistanco is not grantad

bv Koshika Foundation. in part or in fult. then the Flospital reserves it s right to m;ke up the shodfall from another NGO or any other sourc€. Thls

;6;i;;;ii;; ;;;;;ti;, iij"r tiiritr,. iorpitit wi t n6t avait any duplicaie assislance lor the same patienucase from.anv other NGo or anv oher sourca.

iiitre isiistance r,oni Koshika Foundatioiiionty financial in iature. The choice of the treatrnenuprocedure advised/conducted by tho Hosllt9l 
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i&pltul, and is in.no way influenc;d by Koshika Foundalion. Hsnw, lhe Hdspltalwill.
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resp-onsiottity oI thi i,i.i,iuni a ri'" ourconir & safety of the palient, and Koslilka Foundatlon wlll have no role or responslblllty

in the matter.
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