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1) I hereby mnlirm that all details in this Form are True to the best of my knowledge. Any lalse stalement will render my Application & ongoing assistanca, lf any,
liable for rejectiory'cancellation.

2) I solemnly confirm that assistance, if received trom Koshika Foundation, will be used only lor the "purpose". as stated in this Form, for which suct essistsnce
was requested by me.
3) I he.eby confirm thal I have not & will not in future, avail of reimbursement, in part or in full, trom any other source/employer/insurance company, o, the amount
for which this assistance rs requesled
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, through any
medium, including bul oot iimited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afl€r my troatment o. fullilm€nt o, the'purposs"
for which assislance is being requgsted.
2) I (Applicanl) furthe,agree that any such use of my name, address, photo & details ol the 'purpose", for which such assistance is rgquested/grant€d,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanca will rest solely
,/vith the Trustees of Koshika Foundation, and their decision is this regard will be tinal and acceptablg to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation. we
(Hospital) hereby affirm & accept following:
1) lhat we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for thg samg pati8nucase, as we are
requesting to gel from Koshika Foundation, to the exlent thal such assistance is granted by Koshika Foundation. lf the requested assistancr is not granted
by Koshika Foundation, in pan or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other sourc€. Thls
confirmation essentially states that the Hospital will not avail any duplicate assislanc€ for the same patient/case from any othsr NGO or any other sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducled by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenc€d by Koshika Foundation. Honca, the Hospilslwill
assume sole & complete responsibility of the treatment & it's outcome & safety of th6 patient, and Koshika Foundation will have no role or responsibility
in the matter.

tqt qF{fd, rRrst 61 *{ i crFd/tA 6t "6ift!6r .Ftr€{r" * fqf{q gtnmr t{ ffi{r a1 qd l, R rq (reina) f*e mn i qrq q 66R 6'{A

t)q[f6idTdffiiit{rAqEq{fqifi{ETTdrtr$lhsrqrt{rqnqrffiqq*diTfir}firqrcditiqrtdl,*inruqi'dfimsrd-*T{"
t fimrfisrrffi r< * cqq d "dfirql vrcdvn' Em -r< tS fr tr qR'qttr*r srcCm'm wrq-<r tffi afrrcrwe tq rgr rE ftqr qii t ii qsdl6

ffi lr,q t{ T.6rt Trqr qr ffi rr,q s-+rqr * qE rdr et qt qFdR !fta ruttt tr rs lE il srz cur srdr t fe qeins Etftq q< aqr tfinrqd tS frd
,n smrft rirqr qr ffi rrq slrr{ d rt tqrdfir
z. "*ifrm rrrc€vn" i tfr 'ri wnn *s-d fqfirc r{Fr +1 tr ri,i c{ Ewda gm { ( {-dE cr H aa sq-dR/yfffi 6I $rd +t qi awa
d cts 6r iqcq t qt "6iRr*r srtyn" drr ffi rarn +l +ti <<rs rd tr rsH rrmm {tfl d rsrs {rql qt ar+ qri d{rtffi tfi qc trm|d
ft1 it'fi qt{ "6iRr6r" d sii q&-dr qr ffi rq qrrd { rd dflr

30-1',t -2024

AGREEi,ENT by HOSPITAL (?gnTd Em 6{R)

(A unit ol

Signatory

4-F


