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snlq-*. q.r rc
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PERMANENT RESIDENCE ADDRESS : T{E qF{TfrC WI
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BPL Card
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"PURPOSE" for REQUESTING ASSISTANCE:

T6r+dr tg fdn rrt ffi 61s$sq3

Medical Reports/Prescriptions Attached
orsildrd-€r t qrfr sil Ti cfd+fl sfl {drl

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

W Tqkc + +q+ srrT qiilril ffi ${ r+d t fdrcr ?F[ d?
iIAME ofOTHER SOURCE

erq r*c fl qrq
AMOUNT ofASSISTANCE BEING AVAILED
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DECLARATION by APPLICANT: olr+(fi, Em tqun Yi'
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanoe, if any,

' 
liable for rejection/cancellation

2) I solemnly confirm that 
".ri.1un*, 

if received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form, for which $uch a$sislance

was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for whiqh this assistance is requested.
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AGREEMENT bY (€flr+{s EI{r s{fi)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika.Foundation and it's Trustees to

use/publish/put-up/reproduce ,y nar", address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating_information about it's

activities/achievements. such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

2) I (Applicant) furtner agree tnai any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not automatically entiile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisidn is this regard will be final and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

etr+{+. * Ektist rn w13 et ftvnt

AGREEMENTEBilffiTAL (E:{CiIiA ERI 6'{r{)

i ass,st*nce from Koshika Foundation, we

(Hospital) hereby affirrn & accept following:
1) that we neither are prar"ntr'-yioi *iit in"future avail of financial assistance from another NGo or any other source' for the same patient/case, as we are

ijqrriti"g to get from'Koshikj Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance ls not granted

Lry Koshika Foundation, in part or in full, then the Hospitaireserves it's right to mSke up the shortfall from another Me or any other source. This

cofitirmation essentially states that the Hospital wiil not avail any duplic_aie assistance ior the same patienucose frorn any other N6O or any other source'

2) The assistance from Koshika Foundation is only financiil in nature. The choice of the treatmenl/prercedure aduised/eonducted by the Hospital on the

patient, is based on ttre arranjement between the patient & the Hospital, and is in no way influenee_d by xosn;ua Fcurrdation. Hence, the Hospital will

as$ume sole & complete respinsibiliry of the treatnnent a it;s outcofiie & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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