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OECLAMTION by APPLICANT: qIT(6 Em dsql cx:

1 ) I hereby confrm that all details in this Form are True to lhe best of my knowiedge. Any false statemenl will render my App,kation & ongoing assistance, it anv,

liable for releclion/cancellation.

a ilili.-,,lf},-i-"-"ti,i urai"i"i"tance, it r"""ireo hom Koshika Foundation, willbe used only for the 'purpose'. 8s stated in thls Form for whldr such assisiance

was requested bY me.

3) I hereby confirm lhat I have nol6 will nol i

for which lhrs assislance is requesled.

l) + dsql 6ral d f€ qs Yrsq t Ri T i ts$

2) tI m il sfi{al {ftI "6fird' srr+fi",
3) d Stu 6,r {f6 frs {6rrdl tE qt Yr+{

n future, avail of reimbursement, in part or in lull, lrom any other source/employer/insurance company, of lhe

I GREEMENT by APPLICANT ( dm 6ft)

1) By affixing my signatule or tbumb impression on this Form l

use/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limiled to verbal, print, electronic, for

activities/achievements. Such use of my photo & delails can be

for which assistance is being requested.

zJt (eppticant) turtner agree-ttraiany such use of my name. address, photo & details of the'purpose", for which such assistance is rgquested/oranted'

will not automatically entitte me for receiving or continuing the said asiistance. The decision for granting and/or continuing the assistanc€ will rest solgly

wilh the Trustees of Koshika Foundation. and their decision is this rsgard will be final and acceptablo to m€'

l) l( rc? c{ lFci E*[S{ qr si,T3 al c srtEi{, d (qTi<6) qTn {rqfd d $ rter tqi "clfirn sd&|1 qt{ Ts* ={+q} " cj ftil 6GI tft +{ dq,

vcr,stdqkif{s{"Ir{cc?{Studt,Bd"qlftr6l'(d{qr€1,qr,q?iu'n$tt(kqdES"ftfrfi{qiskBscF{qI*mffi{larqrFI
i rRfif, 6ri + Fdq qto$ +t li vqx 6I frq(ol it Ydrc * qai qr sF i t,d * faq'*iftrfi wcgtr{" c am afuqa

2)i(dr+{6)waRtH(cnif6t{Tq,w,strislntc-d{!Iq}t6{Errdl*r<ivqlirlthl$earrrlFrdl16(I(rfrTrdilw(q!t
"aiftmr" q<1vrd zrM qr Fptq qttq qt{ qqqrt d'nl

By affixing he.eunder, signature of ourAuthorised Signatory for recommending this case/patient for financialassistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following
1) that we neither are presently nor will in fulu re avail of financiai assistance from another NGO or any other source, for the same patienrcase, as we are

by Koshika Foundation, in Part or in full, then the Hospital reserves it's right to
is granted by Koshika Foundation
make up the shortfall from anothor

lf the requested assistance is not granted
NGO or any other source. Thisrequesting to get from Koshika Foundation, to the extent that such assistance

confirmalion essentially states that the Hospitalwill not avail any duPlicate assi stance for the sam€ patieivcase faom any other NGO or any othar source

The assistance fiom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/co nducted by the Hospital on the

frq{q tt ir6rt + lrtcr ws qi sd tr qft 6i{ fqq{q qc Eql erre llqr qrin t ii tfr RII ffi(l cfi v lrfifr tr
{ d sr d t, cqidr rqq}'r ts stYq ql lf{ + H f6ql qri'lt, ql qs !I6c { q{ TcI ll
ql,r{t, sq {fu trfrrq qr ffifl trl{r ffi q-{ d f{itd{,r{ql6q{ tr t frql t iqtlt qfitq I tll

rApplicant) hereby agree & aulhorise Koshika Foundation and its Truslees to

li of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made bi Koshika Foundation before or aflet my treatmenl or fultilment of the'purpose"

2)
patie nt, is based on the arrangement between lhe, patienl & the Hospital, and is ln no way influenced by Koshika Foundation. Hence. the Hospitalwill

assu me sole & complete responsibility of the treatmenl & its outcome & safetv of the pati€ nt, and Koshika Foundation will have no role or responsibility

in the matter.
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