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1 ) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any false statemenl will r€nder my Appllcation & ongoing assistance. lf any,liable for rejection/cancellation.
2) I solemnly confirm hat assistance, if received hom Koshika Foundation, will bo used only for he 'purpqso', as stat€d in this Form, for which such assistancewas requested by me.
3) I hereby confirm that I have not & will not ln future, avall of relmbursement, in part or ln full, from any other source/employer/insurance company, of tre amountfor which this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it,s Trustees to
use/pub/ish/put'up/reproduce my name, address, photo & details of the 'purpose;, for which such assistance ls requested/granted, through any
medium, including but not limited to verbal, print, electronlc, for sollciting donalions for Koshika Foundation and/or disseminating informaion alout it,s
activitles/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) furlher agree that any such use of my name, address, photo & details of the 'purpose', for whlch such assistance is reguested/granted,
will not automatically entitle me for receiving or continuing the said assistance. Th'e decision ior granting and/or conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and lheir decleion ls this regard will be final and acceptable tome,

t) {s cqc{ qcif,smqr ftq1sH Eplrfi'(, t fqrtwl qrfrsdcfrqtgEfiil(G"qiRrflEr*&rr ckEs-+effiql nol qFr{nvrm(hfurn,
Tdr,slaatRqifr{rlTWrrd{*frdt,Tiu6iftr6r,Cq(qr$,qFr,qFnr/ar(st.E(tvqtTdrrfrfrFrqIqt(BcHFrd+Hffi*yqnwq
t r€Iftd 6d d frc ertqd tr it rqr ur frr<or ii wrc + wd qr rK i fii + frc "6JRr6r qig}sr, q;{rd elft{il tr
21d1uriqtr)wqRtsrrdtf*,*qrq,vm,qilaqkfrrtqdfdsrrcdr+"tE"tirttdtgietr,q.Fmrnr+<nrfiq3rilr|{qn<'r{
u*lRrsrr (qBs+ <rfis{ sil Fpiq qfd dn qror+rt d,r,

APPLICANT'S SIGNATURE OR LEFT THUUB IMPRESSION :qrtt + rtrrw qr oip cl fwm*-*&{(d

AGREEMENT by HOSPTTAL (rsrdru Em T.fi)
g this case/patient for financial aeglstence from Koshika FoundaUon, we

rqti cfu{-il, ERrufr il +( t qrrdrt'fr si "qiifrT'{r tErs*{FD t f<frc srrrdr t{ fixwft{r q1 crfr t, H uq (rmrq) fre r+n d cr,c s dcR sri tr
l)c[F6'ln]rdqndnc*qF{q{fqfilqslrcdrfrSfneTfi,rtdsnqffiffq*da{r<tfr/crrd{d,lcrndt,+i6ffi,,aifrraql-g;}yHtr
{ ffffififl/nHfr 3qfl + trqq { "s}Rrfl rFEr+{Hx Eru c<< tg f+ tr qft 'q}fimr s,rc*mr Ro qtrrril t+lfr qfrmlrr+e tg rg rfr f6qr qrdr t d er5dTdffi q< +R F<wO del qr ffi qq FETtFt { qsrmr ti nt qnro'r grfrc rccr fr rs ffu { se qn tnm t ftr qsors Rfrq c<q 3rR tflnTrd iE ffi
rk gcqlt seqr qr EES erq sN-{ t rf dnrd,frr
2. uriftrm trEdffit i d'Tt surrdt fud fr|fi vtftT qt tr til c( rFrild Ero { 'l{ ser <t frrt iri wqntrffi.q 51 $Er trfr q{ rsmvt *s 6r f{cc t dr "olfr* ffi,!K ffi yrn cr o}i q-{q rfr tr vsf*i f,FdrH { t{ d rclq gw €ft{ qri qri 61rrfi t46 frfr cq Esflc
El fr'fr {R uslRrdr' 

61 Eit $16r qr ffi w qrrd { rfr *ftr 
/)

RECOMMENDED FOR ACCEPTENCE

ffi+fnqri<Fd
'12

ASSTT
VMA N
P.O. CHAITA N YAPUR (TIALDIA,'

Dl$T.Fuffi.{.14ggs{tru?
(Name, Deslgnation & Stamp of Authorised Signatory

on behalf of Hospltal)

Tq q T( ffiilE qrFr{il 3rftrfirfl

FoR INTERNAL USE of K0SH|KA FOUNDATTON qrafrs scqfl h
SIGNATURE of TRUSTEE 1

qsl ERrs{ t
SIGNATURE of TRUSTEE 2

<rfr rwm z

AGREEMENTbylenUcAxT ffi rra cr<)


