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OECLAnAION by APPtrcANI qri(6 Em dqqt cx:

1) I hereby confim ttlat all details in this Form are True to the best ol my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liabl€ for re.iectiory'cancollalion.

2) I solemnly confirm that assistanca, if received trom Koshiks Foundation, will be used only lor tha 'purpose", as stated in lhis Fom. tor which such assislance
was requested by rne.
3) I hereby confirm lhal I have not & will not in future, availof reimbursement, in pan or in full, from any other source/employer/insurance company, ol ths smount
for whlch this assistance is requested.
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AGREEMENT by HOSPITAL (Esdrd ZRr 5{R)

RECOMMENDED FOR ACCEPTENCE
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(Name, Designation & Sbmp ol Authorised Signatory
on behall ol Hosplhl)

rE s K rtrdrd 3rhd qh$rt:D\01?/-l

Date of Surgery
qfqkfl si ilfrs

'tJL-
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SIGNATURE of TRUSTEE 1
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1)By afiixing my signaturo or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Fgundation and it's Trustees to

us€/gublish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistanc! is requested/granted, lhrough any

medium, including blt not limited to verbal, p.int, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achl€vements. Such use o, my photo & details can be made by Koshika Foundation before or afler my treatment or lulfihent ol the "purpose'

for which assistance is being requested.
2) I (Applicant) funher agres that any such use of my name, address, photo & detaih of the 'purpose', for Yvhic;h such assistance is requested/grantd,

will not automatically entitle me for rec€iving or continuing the said assistance. The decision ,or granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thgir decision is this regard will b€ final and acceptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient tor financial assistance frcm Koshika Foundation, we
(Hospital) hereby afllrm E accept followrng:
1)lhat we neither are presently nor will in future avail of financial assistance fiom anolher NGO or any other source,lor the sam€ patienucase, as we are
requesting to get from Koshika Foundation, ro the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, thon the Hospital reseoes it's right to make up the shor$all from another NGO or any other source. This
conlirmation essentiall!, stales that ths Hospitalwill not avail any duplicate assislanco lor the sam€ patienucasE from any olher NGO or any other sou.cE.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proctdure advised/conducted by the Hospital on the
patient, is based on the arEngemont between the patient & the Hospilal, and is in no way influ€nced by Koshika Foundation. Honce, the Hospita!will
assume sole & complete responsability of the treathenl & it's outcome & salgty of th6 patient, 8nd Koshika Foundalion will havs no role or responsibility
rn lhe matter.
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