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1} 1 hereby confirm Lhal all delads in ihus Form are True lo the best of my knowledge Any lalse slalement will render My Application & ongoing assistance. if any.
liable for rejection/cancellalion. . . _

2} | sulemnly confirm that assistance. if received from Koshika Foundation, will be used only for the “purpose™. as slated in this Form. for vihich such assistance

was requesied by me

3} 1 herely confirm that | have not & wall nol m fulure. gval of rembursernent. 1 part or i bull. from any other sourcelemployerfinsurance company. of the amount

for which this assislance is requested. -
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1) By affixing my signalure or thumb impression on this Form. | {Applicant) hereby agree & authorise Koshika Foundation and ii's Trustees to
usefpublish/put-upfreproduce my name, address, photo & details of the “purpase”, for which such assistance is fequesled/granted, through any ]
medium. including bul ot lirmted lo verbal, print, eleclronic, for soliciting denations for Koshika Foundation and/or disseminating informalion about it's
aclivilies/achievements Such use of my photo & delails can be made by Koshika Foundation belore or after my treatment or fulfilment of the “purpose”
for which assistance s being requested.

2} H{Applicant) further agree thal any such use ol my name, address, photo & details of the “purpose”, for which such assislance is requesied/granted,
will not automabically entitle me for recewing or conlinuing the said assistance The decision for granting andfor continumng the assistance will rest solely
wilh the Truslees of Koshika Foundalion, and their decision is s regard will be finat and acceptable o me.
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AGREEMENT by HOSPITAL (weam B )

By afiixing hereunder. signature of our Authorised Signatory for recommending this caselpatient for financiat assistance from Koshika Foundation, we
{Hospital} bereby affirm & accepl foilowing: :

1) that we neither are presentty nor will in future avail of financial assistance from another NGO or any other source. for the same patient/case, as we are
requesting 1o get from Koshika Foundalion, 1o the exienl thal such assistance is granled by Koshika Foundation I the fequested assislance is not granted
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