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OECLARATIOT{ by APPLICANT: e,{I*<fi' m q]qqr r?:
1 ) I hereby mnfrn lhat all details in his Form are True to the best of my knowledge, Any fslse statem€nt will ronder my Applklation & ongolng asslstance, it any,

liable for rejedion/cancellation.
Z) t sofemnfy irntim ttat;ssistance, if rec€iv€d from Koshika Foundaton, will be used only for the 'purpos€f, as stated in thls Form. br whidl such assistanc€

was requested by me.
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trraf f have not & willnot in future, availof reamburEement, in part or in full, trom any other source/employer/insuranc'e cofltpany, ot the amount

for which this assistance is requested
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,.GREEMENT bY LtcANT ( lru 6m)

1)By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trust€€s to

use/puOtisnilut-up/ieproduce rny name, address, photo & details ol the "purpose". tor which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating info.mation aboul it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my tr€atmsnt oI fulfilment ot the 'purpos6'

for which assistance is being requested.

2rl (Applicano lurther agree-that any such use of my name, address. photo & details ol the'purpose", for which such assislance is rgquested/granted,
jtt noi automaticatty entile me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanc€ will rest solgly

with the Trustees of Koshika Foundation, and their decision is thjs regard will be linal and acceptable to me.

l)isycxc{aclf,€nRqrfrdacq,n6{,d(qrt<o)qc-nsqfirdfeu,ratqi'+tRrnsdrrqt{T{+q$'d"domt!IF(m{frftln,
,r<r, sid qk st frs{q V{ 1q? { Sfrd t, Ei .+ifirdr" qql qrd, <r<, dfirqr fsf 3*{c i Yd {fffrEql ak rcaf.{ql * nri ftS S I€R qq{

d yfifii 6d + frq qtr{d tr ii yql cr fr-*rq li rem d crd ql iR t 6d * fr|q "EiRrfi $lE*€-{' c <rel ertq'tr *r

2) d (icri6) rs qt( t {trrd tf6 +{ an, rm, sta qt tqsFr qi ft slr{fl t v<M i ffila t gi st: mFrifl 6I iFFqr ftl tlrftrl rq s* il

"alRmr'qq{t{d ?ifirql 6I Fpk rqtdq et etqorff dflt

qr&<6 Er f{rfl1

AGREEMENT by HOSPITAL (EFiN-d IM 6{R)

By affixrng hereunder, srgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hosprtal) hereby affrrm E accept following:
iiir'it *6 n"iGr -" presenty nor witl iniuture avail of flnancial assislance from another NGo or any other sourco, for the same patient/case, as we are

idqueifing t; get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lflhe requested assistance is not granted

bv'Koshik; Fo-'lndatron. in part or in full, then tho Hospital reserves it's right to mrke up the shortlall from another NGO or any other source. This

"6nnrmrrion "i"unti"ffy 
st;tes that ths Hospitalwill not avail any duplicaie assistanc€ forth€ same patienucaso from any other NGO or any othar sourco.

ilifre assisince froniKoshika Foundation is onty linancial in nalure. The choice of the treatmenuprocedure advised/conducted by the Hospitalon lhe

p;tient, is based or the arangement between the patienl & the Hospital, and is in no way influenced by Koshika Foundallon. Hence, the Hospital will

tssume sole & complete resp;nsibitity of the treatment & il's outcome E safety ol the patient, and Koshika Foundation will have no role or responsibllily

in the matter.
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