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DECLARATION by APPLICANT: s{r{d.6 6RI qlqun q{' \
11 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,

ltaolu for relectro't/cartcellatton.

was requested by me

for whicn thrs asslstance rs requested
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y nanre, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medrum. includinq but not llnrited to verbal, pnnt, electronic, for soliciting donations for

activities/dchievemenls. Such use of rny photo & delails can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for uvhich assistance is berng requested.

2) lApplicanl) iurther agree that any such use o[ my name. address, photo & details o[ the "purpose", for which such assistance is requested/granted,

will not automatically entitle me for recerving or continurng the said assistance The decision for grantlng and/or continuing the assistanoe will rest solely

with the Trustees oi Koshika Foundation. and their decision is lhis regard will be final and acceptable to n)e.

t) w Jrtrl y{ sTT{ 6HrcI{ qr srd 61 EFr FrrrFfi-{, i tsn+ffi1 3rr{ sEqfd *1 Sfis 6,rdr tW "6ifrT6,r sTderTi *( iq+ qrsdf " 6i qRe( 6.mr tfu &r m,

Tdr,sH*(qTf+e{qwyrdddE(+,sn"qiRrflilqqqrdr,<Fr,qFnr/qr{Ht3qtwtge4{ftfsFrdi skrcflfqd*Mffi$yqnqrqq
i yqrRf, o.d + icrs qfnq( tr tt cv.r 6l k'flq fi wrq d rrd-d qr ER i 6d + fms "olftrot vTr*m" q qrd ernrta *r

zlttqrlq-dl{sErd*E6qn{fdrkrrc,TdT,+astnfqq-oTdiasrrqdr+vdrdtvrfti(*TSffiLvtr{ril6rto-cnidq-{rdrr {qrrqqq
!6ift161" ltrl ss-d qM m 6dq i*kr str qrg{srt EtqTl

umb rmpression on this Form, I hereby agree & authorise Koshika Foundation and it's Trustees to11 By affrxing my signature or th

use/publish/put-up/reproduce m

Koshika Foundation and/or disseminating information about it's

AGREEMENT by APPLTCANT io{+fd Em s'fi)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

qr-d<q' + ERrqr{ zn fu or fum

AGREEMENT by HOSPITAL (Ewdrf, 6ril 6-{R)

By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that w'e neither are presently nor will in future avail of financial assistance from another NGO or any other souice, for the same patienvcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is llot granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advrsed/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility 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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