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1) i hereby confirm thal all delails in this Form are True to the best of my knowledge. Any false stalement wrll renoer my Application & ongoing assistance, tf

'raulc [or relectiorr/cancellatroI

was requested by me.
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AGREEMENT by APPLICANT (s{r+ffi Em 6'm)

11By affrxino my signature or thumb rmpression on this Form, l(Applicant) hereDy agree & authorise Koshika Foundatron and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose , for which such assrstance is requesteoi granted, through any

medrum ncluding but not limrted to verbal, print, electronic, for soliciting donations for Koshika Foundatron and/or dissemrnatinq information about it's

activlties/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after mli treatmentor fulfilment of the 'purpose"

for which assisiance is being requested.

2) I (Appticant) fu(her agree lhat any such use of my name, address photo & details of the "purpose lor which such assislance is requested/granted,

will not aLltonrarically entitle me for reoerving or 0ontinuing the said assrstan0e. The deciston for Era.t ng and/r:r continuing the assistance will rest solely

with the Trustees oi Koshika Foundation, and lheir decision is lhis regard wrl be lnal and acceplall,e lo nre.
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AGREEMENT by HOSPITAL (E€ffirf, Eru 6,{R)

Byaffixinghereunder signatureof ourAuthorisedSignatoryforrecommencingthiscase/palientforfinancial assistancefromKoshikaFoundation,we
(Hospital) hereby affirnr & accept followirtg

1) that we nerther are presently nr.rr will rn future avail of financial assistance f rom another NGO or any other source, for the same patienVcase, as we are

requesttncl lo get from Koshrka Foundation, to the extent thal suoh assistance rs granted by Koshrka Foundatron. lf the requested assrstance is not granted

by Koshrka Foundalron, irr parl or rn full. then the Hosprtal reseTVes rts nght to nrake up tlre shorlfall korn another NGO or any other source. This

confirmation essentialiv slates thal thc Hospitai wrli not avail any dupiicate assislance for the same patient/case from any other NGO or any other source.

2)The assistance fron] Koshika Foundairon is oriiy finar:cral in nature. The clroice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between tne patrent & tire ilospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital wlll

assunre sole & conrplete responsibility of the treatment & rt's oulcome & safety of the palient, and Koshika Foundation will have no role or respons bilrty

rn the matter.
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