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1)1 heraby confirm that all details i this Form ae True to the best of my knowledge Ally false staterment will render my Apglication & ongoing assitands, if ary,
liatte for repaction/cancaliagon.

2) | soimminly confirm thal sssstance, if recelwed from Koshika Foundation. will be used anly for the "purpose”, as stated In this Form, for which such assistance
was requasied by ma, _

3) I hereby confirm that | have not & will not in fulure. avad of reimbursement, in part o In fisl, from any other scurcelemployer/insurance company, of the amoun!
for which this assmiance o requesied
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1) By affxing my signature of thumt impression on this Form. | (Applicant] herotyiBgres & authorise Koshika Foundation and it's Trusiees 1o
use/publish/pul-upireproduce my name, address, pholo & detsils of the “purpose Jlar which such assistance & requesiedigranted, through any
macium, including but Aot limiled to vertbal, print, ekectronic, lor soliciting donationll for Koshila Foundatien andior disseminating information abowt e
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2) | (Applicant) turther agree thal 'any such uss of my nams, address, photo & e requestedigranted,
will not automatically entithe me for receiving o contimuing the said assistance. T decision for granting andior conlinuing the assistance will rest solely
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Ihis case‘patent for financial assistance from Moshika Foundation, we

anather NGO or any ofher source, for the same patienticase. as we ars
granied by Koshika Foundation. If the requested ssslstance is nol granted
§rminks Up the shortfall from another NGO or any other source, This

tance tor the same patienticase from any other NGO or any ofher source.
e of the reatmentiprocedure advised/conduched by the Hospital on the

in no way influenced by Koshika Foundation. Hence, the Hossital will

al the patient, snd Koshiks Foundation will have no role or responsability
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AGREEMENT

By affiang hereunder, signaiwe of our Authorised Signatory for reco
{Hompital) hersby affien & accept ;

1) thial wi noesther @re presently nor will in futurs avail of Snanclal assistance &
requesting to get from Koshika Foundatian, to tha extent that such assistan
by Koshika Foundaton, in part or in full. then the Hospitsl reserves it's right
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2) The assiszance from Koshika Foundation is only financiai in nature. The £
potient. is based on the arrangamant between the patient & the Hospltel, and
assume sole & compiete responsibility of the teatment & it's sutcome & safe
in tha matter
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