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oEclrnATrot by APPLICA T: qri<6 E{ q}qqr yr:

1) I heroby confirm hat all details in this Form are True to the best of my knowledge. Any false slatement will render my Application & ongoing acsistanca, if any,

liabl€ fu r6jec,tion/can6llalion.
Zl i sofimnfibnnrm tat assistanc€, if rsc€ived lrom Koshika Foundation, will be used only for the 'purpos€', as strated in fris Form. lor which such assistanca

was rgquested by me.
iiifiii-di i^t i" uia I have not & wi not in future, avait of reimbuFemenl. in part or in tull, ftom any other sourc€/qmploy€r/insuranc€ company, ol th€ amount

lor which this sssistanc€ is requestgd.
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2) il E{ !i snrdr fi "drftr{l srf&Ir', i d ql rfl t, T6l
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AGREEMENT by AP LtcANT ( rRI if-m)

1) By afrixing my signature or thumb impression on this Form. I (Applicanl) hereby agroe & authorise Koshika Foundation and it's Trustees to

useiiublish/put-up/reproduce my name, address, photo & details of lhe 'purpose-, for which such sssistance is requested/granted, through any

medium, including but not limite; to verbal, print, olectronic, lor soliciting donatlons for Koshika Foundation and/or disseminating information about it's

acfivities/achiey;ents. Such use ol my photo & details can be made by Koshika Foundation before or after my lreatrn€nt or fumlment ofthe'purpose'

for which assistance is b€ing requested.

2) I (Applicant) further agree that any such use of my name. address, photo & defail! ofthe'purpose', tor which such as8istanc€ is requested/granted,

witt noi automaticatty eniue me for rlceiving or continuing the said assistanc€. Tie doclslon for granting and/or continulng the assistsnce will rest solely

with the Trustees of Koshika Foundation. and their decision is this rggard wlll be linal and acceptable to me.
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AGREEMENT by HOSPITAL (f,sdrd Em 6m)

By afllxing hereunder, signature of our Authorised Signatory for reclmmending thiS case/palient for financial assistanc8 from Koshika Foondation, lve

(Hospital) hereby afiim & accapl following:
i) itrit wi noi$dr are presently nor will in-future avail of financial assistancs f.om snother NGO or any olher sou.c€, fg.lh€ same patienucase, 6s we aro

lqreifing to g"t from'Koshik; Foundation, to the extont that such assistance is grented by Koshika Foundation. lfthe requested assistanc€ is not granled

Uy-i*hid" fo-unaation. in part or in full. then the Hospital reserves it's right to m,ke up the shortfull ftofi another NGO or any other sourc6 This

;nfirmation €ssentially st;t€s thal the Hospital will not avaal any duplicaae assistancoIor the sam€ patienucase from 8ny othor NGO or any othgr source.

2) The assistance from Koshika Foundatio; is only financial in natu.e. The choice of the treatment/procedure advised/conducted by the Hospital on the

peti6nt, is based on the arrangemsnt between th;patient & the Hospital. and is in no way inlluencad by Koshika Foundation. Hencs, ths HosPitalwill

issume sole & complete resp;nsibility ot the treatment & it's outcomg & salety ot lhs p8tignt, gnd Koshika Foundation will have no role or responsibility

in the maner.
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