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DECLARATTOT{ by APPLICANT: qr+{6 E{ SiSqr Yd:
.t 

) I hereby confim lhat all details in this Form are True to lhe best of my knowledge. Any false statement will rendet my Application & ongoing assistance, if any,

liable for reiection/cancellation.
Z) iiofemnfy Lnnrm ffrat assislance, if received from Koshika Foundation, willbe used only for the "purpose', as stated in this Form, for lvhich such assistance

was requested by me.
aiineri:Oy connrm tfrat I have not & will not in future, availof reimbursement, in part or in full, from any oiteisource/employer/insurance company, of the amount

for which this assistance is requested.
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IcREE iTEN-?6r-ppLrcANT (er+{6 Em 6m)

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

uie/puttistrfuut-up/ieproduce my name, address, photo & details of the "purpose", for which such assistance is rcquested/granted, through any

meaiupn, inciuOtng lui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aaivitLs/achieve-ments. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of the "purpose'

forv/hich assistance is being requested.
2) I (Applicant) further agreJthai any such use of my name, sddress, photo & details ot the 'purpose', for which such assistance is requested/granted,

wilt not automaticatty entitle me for rlceiving or continuing the said assistance, The decision for granting and/or continuing lhe assistance will resl solely

with the Trustees of Koshika Foundation, and lheit decision is this regard will be final and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFTTHUI'B IMPRESSION :

vr*r+dremns@sItrm

AGREEiiENT bY HOSPITAL ("gdTg AT 5M)

By affixing hereunder, signature otourAuthorised Signatory for recommending this case/patieni for financial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept following:
iiit'Ii*,i 

""itf*ir "r" 
presenUy nor witt in-iuture avail of ,inancial assistance lrom another NGO or any other source, for the same palient/case, as we are 

.

requesting to get from'Kosniki founOation, to Ge extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Ly'io"t if.l io'rna"tion, in part or in fult, th;n the Hospital reserves it's rightto m;ke up lh; shortfall from anolher NGO oI any other source. This

c6nfirmation essentiafly sdtes lhat the Hospital will not avail any duplicaie assistance for the same patienucase from any olher NGO or any other source

iiitr" asiistin"u t oniKoshika Foundatio-riis onlt fin;ncial in ;alu.e. The choice of the keatmenuprocedure advised/conducted by the Hospital on the

plti"nt, ii o""ua on 6e anangement between irrJpatGnt & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospital will

iisume sote & comptete resp;nsibitity of the treatment & it's outcome & safety of the patient, and Koshika Foundalion will have no role or responsibility

in the matter
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