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) I hereby contirm lhal all details in this Form ar€ True to the best ot my kno,vi€dge. Any false siatoment will rendor my Appllcation & ongoing asgislance, if any,
liable for rejectiodcancellation.

2) I solemnly confrm that assistance, if receivsd from Koshika Foundation. will be used only for the 'purpose', as stated in this Form, for which sud! a$istance
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer,tnsurance company. of the amount
for which thrs assistance is requested.

l ) I qcun 6r d F6 {s er6q t fti rq q{ fddor tt vr.rart * q{cr r< F .,fr t, oR .ti An* qri tr< emc vo vra I ai tt rnqa frmr d v mrff

z)ttgmdqrrmrrft"6ifrr6tsrr+{tr",idqrrrlt,3{rrrscqi'l3Srtvqd$+ffif6qrqdrn,qiwntq{q{rro
3) {gtu6{ tf6 t{s eamr tg qr yrt<r qn,r{ t, sq ffir fl qfrlq qr Fda nRI ffi q< rlvFr+d6/*ql6e-{ d qd frqI t dRrt cfrq il tnt

,.GREEMENT by APPLICANT ( Ero 6m)

1) By affixing my signature or thumb impression on this Form, I rApplicant) her€by agree & authoris€ Koshika Foundation and lt's Trustees to

use/publish/putup/reproduce my name. address, photo & details of the 'purpose", for which such assistance is ,equested/granted, through any

medium, inctuding but not limited to verbal, print, elect.onic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about lt's

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation betore or afler my treatment or fulfilrnent ol lhe 'purpose"

for which assistance is being requost€d.
2) I (Applicant) further agrse that any such use of my name, address. photo & details of the 'purpose", for which such assistance is requestsd/granled.

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wilh the Trustees of Koshika Foundalion, and their decision is this regard will b€ final and acceptable to me.
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By aflixing hereunder, signature of our Authorised Signatory for recomrnending this case/patient for financial assistance from Koshika Foundation, ',ve
(Hospital) hereby affirm E accepl following:
i; ttrat wi neitnir are presentlynor will in future avail of financial assistance from another NGO or any other sourc€, for lh€ same patiefiVcase, as we arc
requesting to get from Koshik, Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by koshik; Fo;ndation. in part or in full, lhen the Hospital reserves it's right to make up the shortfall from another NGO or any gthe. source. This

;nfirmation essentially st;tes that the Hospilal will not avail any duplicate assistsnce lor the sam€ patieivcsse Irom any other NGO or any olhar source.

2) The assistance from Koshika Foundation is only flnancial in nature. The choice of the lreatmenuprocedure advised/conduct€d by the Hospital on the
p;tiont, is based on the arrangement betwesn the patient & the Hospital, and is in no way inf,uenced by Koshika Foundalion. Hence, the Hospitalwill

assume sole & complete resp;nsibility of the treatmenl & it's oulcome & safety of the patient, and Koshika Foundation will have no rol€ or responsibility

in the matte..
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