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1) I hereby confirrn that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongorng assistance, if a

liablc {o. rejecttorucanceliatton

was requested by rne.

3) I hereijy confrrnr that I have not & vrill not tn future, avarl of reimbursement. in part or rn full, from any other source/employer/rnsurance company, of the amount

for whrch thrs assLstance 1s requested
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11 By affrxing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and rt s Trustees to

use/publisit/put-up/reproduce my nanre, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium rnctuding but not limrled to verbal, print, electronic for soliciting donations for Koshika Foundatton and/or disseminating nformatron about it's

activitres/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment o[ the 'purpose'

for which assistance is betng requested
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l) Sq yri c{ 3{c'{ Effiefi qr etr *1 EFr mTrs,I, i f s{r{ffil oTc-* HEcfd m 5fu m,m tSE "6iRi-fl 5-E3{Ti slt{ ss+ qtri '*l e{iIE( orar {f+ trr +r,

Tdr, $td 3tR qr fqspr {s ycz { dfrd +, EC "6iRrsl' qq =qrst, <t'i, q=HIFII {st :-(tYq t E.S {frfqFrdi *( 3c-dtrrdi + H ffi rfi vs qpaq

( yqIR( sd 6 frs ernrtq tr it cc-{ 6'r kq(q s( {drq d'T6-d sr sK i 6-c S ff,c "q}Rrot rnrr$m" e iTrS sfq-{i tr

z)lts{;4ffilyqqfits6rd{1+'kr rq,cfrr,v-l-aat<ft-{oldfostrq-m+Bd:rdtvrFj(tEgFrit:ntrqirTirlrocnrfie'{rdrr {ssqrlt
"qfrft16lr' sa1 r€-* :rtM 6I ffiq iakr 96 qr46Ifi ?tmr

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

sfl+q-+ * Ewqr zn 3T.$ +t ftm

AGREEMENT by HOSPITAL (T€SilM 6T( 6.{R)

By affixing hereunder, srgnature of our Authorrsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affrrm & accept following:

1)that we neither are presently nor wiil in future avail r.rf financial assistance from another NGO or any other source, for the same patient/case, as we are

requestrnq to get from Koshika Foundation, to the extent thal such assrstance rs granted by Koshika Foundation. lf the requested assistance is not granted

by Koshrka Foundatton. in parl or in fuil, then lhe Hospital reserves at s nght ici filake up ihe shortfall fronr another NGO or any other souroe, Thrs

confirnration essenrially states that ihe Hospital will not avail any Cuplicate assislance lor the same patientlcase from any other NGO or any other source.

2)The assistance from Koshika Fouodatron rs only financrai in nature The choice of tne treatmentlprocedure advised/conducted by the Hospital on the

patient. is based on the arrangeilter'lt between tne patient & the Hospital, and is rn no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conlplete resoonsibrlity of the treatnlent & its outcome & safety of the patient, and Koshika Foundation will have no role or responstbility

in the matter.
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