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DECLARATIoN by APPLICANT: iqri({ Et(l dqlll Yr:

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 assistance, if any,

liable for rejection/cancellation.
2) I sotemnly;onfirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, forwhich such asslstance

was requested by me.
3) I her;by confi;n 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 amounl

forwhich this assistance is requested.

1) t dqufl 613r tt6 E{ $Fq i Ra TE €S ffi{q tt vrr+rt d agmr re W sd tr qfs ai{ ft-*r,I qE'6rrl rrsfi cr<I srdl t d t0 rrrftr flt< s1 sr ffifi tr
2) ii ( d {6rrdr {frr'qiiRl6t $E-+ffi', t ii q {fr +, B{fl scdlr ES 3kq qi1 {|d d ffi foqI qrtm, fr a€ rrsq d c{ Tcr it
3)iXtuTrar{fte{Trirdlt-(qdyr+{ql:rit,wnftrorqfrroqr{6'df{Frffiq<dflfidqa,dqletrstlifeqrtdnldqge{{,Ilr

IGFEEr,tettr uy rpruEAnilffian +ml

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

uie/publishiput-up/ieproduce my name, address, photo & details of the "purpose", for which such assislance is requested/granted, through any

medium, inciuding but not limited to verbal, pdnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitieslachieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose'

forwhich assistance is being requested.
2) t (Applicant) further agree that any such use of my name, address, photo & details ofthe "purpose', for which such assistance is requested/granted,

will noi automatically 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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AGREEn4ENT by HOSPITAL (Esdrcl Em lF'{R)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshlka Foundation' we

(Hospital)hereby aflirm & accept following:
iyitit w; neitndr are presently nor will in-future availof financial assistance trorn another NGO or any other source, for the same patient/case, as we are

r;quest'ng to get from Koshik; Foundation, to the extent that such assislance is granted by Koshika Foundation. lfthe requested assistance is not granted

Ly-io.triti io-unU"tion, in part or in futt, then the Hospital reserves its right to m,ke up the shortfalllrom another NGO or any other source. This

dnRimation essentiatty sdtes that the ilospital will not avail any duplicate assistance for the same patienucase lrom any other NGO or any other source.

iiitre assistance trom Koshika Foundatio; is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pltienl, is taseO on tte aftangement between th;patient & the Hospitral, and is in no way influenced by Koshika Foundalion. Hence, the Hospital will
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a *rpf"te resp;nsibitity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter
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