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DECLARAION byAPPLICANT: Erfis ERI dsun Tr:

1)l hereby confirm lhat alldetails in his Form are True to lhe besl ol my knowledge. Any false statementwill render my Application & ongoing assisbnca, lr any,
liablB for rejectiory'cancellation.

2) lsolomnlyconfirm that assislancg if received rrom Koshika Foundation, willbe used only for ths'purposo', as statd ln this Form, ror whlch sudr ss€l8tanca

was requesled by me.

3) I heroby confrm that I havs not & will not in future, availof reimbursement, in part or in full, from any other sourcs/employsr/insurancs compsny, olho
fo. whidr lhis assistancs is requested.
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AGREEMENT byAPPLICANT ( Er{r 6{R)

't) By afiinng my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshlka Foundation and ifs TruEteos to

use/iublish[ut-up/ieproduce my mme, address, photo & details ofthe'purpose", for $/hich such assistance is requestGd/granted, through any

medium, inciuding but not timited to verbat, print, eleclronic, for soliciting donations for Koshika Foundation and/or disseminating lnformstion about 1t'3

sctivitiedachiev;ents. Such use of my photo & delalls can be made by Koshika Foundation belore or after my lreatment or fullllment ortho'purpora'

forwhich assistance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & detaits Of the 'purpose', for whlch such assistanc€ is requs$d/grant6d,

witt noi automiticatty entifle me fol receiving or conlinulng the sald asslstance, The decision for grantlng and/or conunulng the assistanco wlll resl sololy

with tho Trustees of Koshika FouMalion, and their declsion ls this regard will be final and acceptable to me.
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AGREEMENT bY HOSPITAL (6FTdIR EM {'(R)

By aflixing hereunder, signature ofourAuthorised Signatory for recommending this case/patlent forfinanclal asslstance fom Koshlka Foundaton. ws

(Hospilal) hereby atfirm & accepl following:
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n"iftr,j, a," presenllynor wilt in-luture avail of llnancial assistance from another NGO or any other sourca, for the same patienucase, 8s wE are 
.

rdquesting to gef from foshik; Foundation, to the exlent that such assistance is granted by Koshika Foundation. lflhe request8d assistanca ismt grant8d

6y"ioif,ii-, fd-auiion, in part or in fult, then the Hospital reserves it's right lo mike up th; shortfall kom another NGO or any other sourca. Thls

c6nfirmalion essenliarly sdles that the Hosp tal w.ll n;t ava'l any duplicaie assistance ior the same patienucase from.any other NGO or any oltlfi source.

iifne aGsbnie froniKoshika Foundafio; isonty financial in riature. The choice of the lreatmenuproced!re advised/conducted by ti6 Hoslital gn !lt8

[lient.-i. o"seO on tn" arrangenent between ihe'pafienl & lhe Hospital, and is in no way inJluenced by.Koshlka.Foundafion..Hence, the Hd8pllaltvlll.

lisume sote a comptete resp;nsibllity of the treat;ent & lt's outcome & safety of the patlent, and Koshika Foundatlon wlll have no rolo oI responslblllly

in the matter
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