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DECLARATION byAPPLICANT qTi<s' BIq *c!I| Td:

1) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will rsnder my Application & ongolng asslstance, lf sry
llable lor roJectiory'cancellalion.

2) lsolemnly confrm that assisEnce, if received from Koshika Foundation, willbe used only ,or ths 'purposo', as stated ln this Form, for whl.fi su.fi grslst rc€
was requested by me. 

I

3) lhereby confrm that I have not & will not in fulure, availof reimbuEement, in part or in full, from anyother source/smployer/lnsurEnc€ company, orhe amounl]

for whldr thls assishnce is requesled.

l) { licw 6rfl {to v< rw i f<t 'n 
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AGREEMENT by APPLICANT (!{lt(d Ero 6,{R)

APPLICANT'S SIG ATURE OR LEFT THUMB IMPRESSION :

AGREEMENT bY HOSPITAL (ESdTd S( S''fi)
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SIGNATURE ofTRUSTEE 2

ad rHq( z

SIGiIATURE of TRUSTEE'l

<rs ewqn t

By alfixing hereunder, signature of ourAuthorised Signatory for recommending thls case/palient forfinanclal asslstance ftom Koshlka Foundatlon' wo

(Hospltal) hereby affirm & accept following:

i) ttrit w6 neittrer are presently nor will iniulure avail of financial assistance lrom another NGO or any othel source, for the same patlenucase, as we 8re 
.

rdquesting to get trom Koshik; Foundation, to the exteot that such assistance is grantedby Koshika Foundation. ll.t!e requested asslslanca is nol grantod

bykoshiki Fo-undation, in part or in iull, then the Hospital reserves it's right to make up the shortfall from another NGO or any other sourca. Thls

c6nfirmation essentia y sl;tes that the Hospitalwitl not avail any duplicale assistance for the same patienUcase from.any olher NGO or any oth6] soulce.

Zjfne issistinc" froniKoshika Foundation is only financial in nalure. The choice of the treatrnenvprocedlre advlsed/conducted bylhe Hospltalon lhs

pltienl, ii Oisea on tire arrangement between the patient & the Hospital, and is in no way influenced by Kos hika .Foundation. 
Henco, tho Hiispltialwtll.

lisume sole & comptete resp;nslbility ot the treat;ent & It's outconie & safety otthe patlenl, and Koshika Foundatlon wlll have no role oI responsiblllty

1) By amxing my signature or humb impression on this Form, I (Applicant) hereby agree & authoriso Koshika Foundalion and ifs Truslees to

use/pubtish/pulupreproduce my name, address, photo & details of the "purpose', for which such assistance ls requested/grant€d, through any

medium, including but not limiled lo verbal, print, elecl.onic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about its

aciivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment orlulfilment of the'purposo'

lor which assistance is being requested.

2) I (Applicant) lurther agree that any such use of rny name, address, photo & detalls of the "purpose', for whlch such assistance Is requested/grAnted,

will not automatically entitle rrF for receiving or continuing the said assistance, The decision tor granting and/or continulng the sssistance will rost solely

with the Trustees of Koshika Foundation, and their declsion is this regard t{ill be final and acceptable to me
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