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1) By afiixing my signature or lhumb impression on this Form, I (Applicanl) hereby agree & suthorise Koshika Foundation and its Trusteos lo

us6/publish/put-upheproduce my name, address, photo & details of the 'purpose', for which such assistanc€ is requested/grantEd, through any

medium, including but not limited lo yerbal, print, electronic, for soliciting donations lor Koshika Foundalion and/or disseminating inlo,mation about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or afler my treatmenl or tulfilment ol the 'purpose'

for which assistance is being requested.
2) I (Appticant) tunher agree that any such use oI my name. address. photo & detalls otth€'purpose', fo. whlch euch as$istanc€ is requosted/grant€d,

will not automatically entitle me for rcceiving or continuing the said assislance. The decislon for granting and/or continuing the assislance will rest solely

wilh the Trustees of Koshika Foundation, and their d€cision is this rogard will b€ flnal and accsptablg to me.
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DECIAI|AIIOII by APPLICAI{I: ?rritT Ea ciqqr v{r
1) I hereby contirm that all details in this Form are True to the bost of my knowtedge. Any false statement will render my Application & ongolng assislancs, if any,

liable for rejoclion/cancellation.
2) I sol€mnly ipofrm hat assislancs, it rscsivEd trom Koshika Foundation, will b6 used only for the 'purposa', as stated ln this Form, for which such assistan6
was requosted by me.
3) I h€rsby coafi;n d'lat I have not & will not in future. avail ol reimbursement, in pan or in full, ftom any othff sourca/employor/insuranca companl oI lho amqmt
for whkh this assistance is requested.
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AGREEI.IENT by HOSPITAL (TFdIe .m 6m)

By affiring hereundet sagnature of ourAuthoris€d Signatory for recommending this case/patiGnt lor linancial assistance from Koshika Foundation, wo
(Hospitsl) hereby affirm & accopt lollowing:
1)that w6 neither ar€ pr€sently nor will in future avail of tinancial 6ssistanc6 trom anothor NGO or any other sou.ce, for the same pauorucase, as we are
requesting to get from Koshika Foundation, to the extent that such assistancs is granted by Koshika Foundation. lf the requesled assistancl is not granted
by Koshik; Foundation, in part or in full. then the Hospital reserves il s right to mak6 up the shortlall trcm another NGO or any other source. This
confirmation essontially states that tho Hospilalwill not avail any duplicatB assistanc€ fo.lho sam€ pationucas€ from any oth€r NGO or 8ny othor sourco.
2) The assistanc€ from Koshika Foundation is only financial in nature The choic€ ot the trealment/procedure advised/conducted by the Hospital on the
pati6nt, is based on the arrangemgnt b€tweon th6 patient & lhe Hospital, and is in no rvay influenced by Koshika Foundation. Hsnce, tho Hospitalwill
sssume sole & complete r€sponsibility of the treatment & it's outcome & safoty ot the patient, and Koshika Foundalion will havo no role or responsibility
in the matter
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