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I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any

liable for rejeclion/cancellatton
"purpose", as staled

any other source/em

in this Form, for
1

ich such assistance
2 ) I solemnly confirnt that ASSi stance if received fronr Kos hi ka Foundation will be used only for the

WAS requested by me.

in ava3 ) hereby confirnt that have not & v/ill not future rei mbursement. part or in fu il, from ployer/insurance company, of the

for which rh is assistance is requested
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thu mb mpression on ilt is (Appl icant) hereby ag ree & authorise Koshi ka Foundation and it'rs Trustees

my name ad dress photr: & detail S of the "pu rpose" for which such assi stance is requested/g tanted, through any

ediu m, I ncl uding bu not lim ited to verbal, print, electronic for sol iciting don ations for Koshika Fou ndation and/or disseminating nformation abou t it's
m

fulfilment of the "purpose"
acti itiesi 6ch ievements Such of m v photo & details can be made by Koshika Found ation before or after my treatment or

for which assistance is being requested

2) I (Applicant) further agree that any such use o{ my name, address, photo & details or the "purpose", for which such assistance is requested/granted,

with the Trustees oi Koshika Foundation, and their decision is lhis regard will be linal and acceptable to nre.
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AGREEME.NT by HOSPITAL (Ewdlf, ERI 6-TR)

of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:

iI tnit *i, neither are presenly nor will inluture avail of financial assistance from another NGO or any other source, for the same patienVcase, as we are

requesting to get from Koshiki Foundation, to the extent that such assistance is granted by KoshikaFoundatjon. lf the requested assistance isfrot granted

f:V'Xosfrif"a Fo"undation, in part or in full, then ihe Hospital reseryes it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any other NGo or any other source.

iiin. iiiirtunce kom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospttal on the

patient, is based on lhe arrangement between thspatient & the Hospital, and is rn no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete resp"onsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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