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BASIS for REQUESTING ASSISTAI.ICE (Tick whichever is applicablei

BPL Card
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EWS Certificate
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"FURPOSE" for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

fl{ qq${ + t( q;t{ erq strirdr folfr em d( t foqrrqr dz
NAME of OTHER SOURCE

olq r+d ?fil q'rl
AMOUNT of ASSISTANCE BEING AVAILED

d.ri TtFril {Rfr



DEGLARATIO by APPLICAIT: lBli(tr E( dlqr rI1:

'1 ) I hereby coflfirm that all d€tails in this Form are True to the best ol my knowledge. Any false stiatement wlll render my Application & ongoing assistance, il any,
liable ror rejeciion/cancellation.

2) I solemnly confirm that assistanc€, if rec€iv€d from Koshika Foundation, will be used only for he 'purpose', as stated in this Fom, for whidr sudr assislance
was rcquested by me.
3) I heEby confirm thal I have not & will not in future. avail ot reimbursement, in parl or in full, fiom any other source/employer/insurance company, or lhe amount
for whi$ this assistance is requested.
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AGREEILIENT by APPLICANT (qr+{+' URr *,,lR)

'l)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundalion and it's Trustees to
use/publishiput-up/reproduce my name, address, photo & details ofthe'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 andlor diss€minating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before o. after my troaunent orfulfilrnent ofthe "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", lor which such assislance is requested/granted,
will not automatically entiue me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe assistance will rest solely
with the Trustees of Koshika Foundation, and their decjsion is lhis regard will be final and acceptable !o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAL (rwiito EI-{t tr{R)

By affixing hereunder, signature of ourAuthoris€d Signatory for recommending this caso/patient forfinancial assistance from Koshika Foundation, w€
(Hospital) hereby afiirm & accept following:
'l)thatwe neilher are presently nor will in future avail offinancial assistance trom another NGO or any other source, for the same patienucase, as we ale
requesting to get from Koshika Foundation, to the extent lhat such assistancs is granted by Koshika Foundation. lfthe requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves its right to make up the shortfall trom another NGO or any othsr source. This
c6nfirmation essentially states that the Hospitalwill not avail any duplicate assistance for the same patienucase from any other NGO or any other source.
2)The assistance from Koshika Foundation is only linancial in nature. The choice ofthe treatmenuprocedure advised/conducted by the Hospilalon th€
pallent, is ba86d on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospltalwlll
issume sole & complete responsibility ofthe treatmenl & it's outcorne & safety ofthe patient, and Koshika Foundation will have no role or responEibility

in ihe matter.
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