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DECLARATIoN by APPLICANT: lqri<tr Em slqqr rd:
1 ) I hereby conlirm that all details in this Fom are True io the best ol my knowledge. Any false stratement will render my Application & ongoing assistance, if any,

liable for rejectiorvcancellation.
Z) tJemnly ionnrm tfrd assistance, if received lrom Koshika Foundation, willbe used only for the 'purpose", as stated in this Form, for which such assistanc€

was requested by me.
ij inJ'iUV 
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I have not & will not in future, avail of reimbursement, in part or in full, from any olher source/employer/insurance company, of the amount

for which this assistance is requested.
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AGREEMENT by APPLICANT (rflr+{6 m 6m)

1) By aflixing 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 my name, address, photo & details of lhe "purpose', for which such assistance is requested/granted, through any

meOium, inciuOin! Oui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or disseminating information about it's

activities/achiev;enb. Such use of my photo & deiails can be made by Koshika Foundalion before or after my treatment or fulfilment of the "purpose'

forwhich assistanbe is being requesled.
2) I (Applicant)furlher agree that any such use of my name, address, photo & details ofthe'purpose", for which such assistance is requested/granted,

wilt noi automaticalty entitle 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 decision is this regard will be final and acceptable to me.
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AGREE]I,ENT by HOSPITAL (ESAl(l A{ Tr{R)

By aflixing hereunder, signature ofourAuthorised Signatory for recommending this cdse/patient torfinancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i)ir,it 
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n"it d, 

"r" 
presenfly nor will in-future avail of financial assisiance from another NGO or any other source, for the same patienvcase, as we are 

.

rjquesting to get trom'fosnid founOation, io ttre extent that such assislance is gEnted by Koshika Foundation. l(lhe requested assistance is not granted

lv'ioiftili io"u"arii"", in paa or in full, then ttrJrioipitat reserves it's right to m;kB up th; shortfall trom another NGo or any oiher source. This

;nfi;arion essentialy st;tes that the ilospital will n;t ayail any duplicaie assistance for the same patienucase from.any other NGO or any other source

iiif," "*iit".* 
f."i Koshika Foundatioriiilniinn"n"irt ln ri"t r". ne choice of the treatmenup,ocedtre advised/conducted by the Hospital on the

plti"nt, i" uaiea on tt" arrangement between the'patient & ihe Hospital, and ls in no way influenced by Koshika .Foundation. 
Hence, the Hospitalwill

iiirmi iofe a co.pfete resp-onsibility of the treatment & it's outco;e & safety ol the patlent, and Koshika Foundalion will have no role or tesponsibilily

in the matter.
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