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11 I hereby confirm that all details in this Form are True to the best of my knowledoe. Any false statement will render myApplication & ongoing
lraole for relection/carrcerlation

2) I solenrnly confirnl that assistance, if received from Koshika Foundation. will be used on y for the "purpose", as stated in this Form. for which such
was requested by me

3) I hereby confirnl that I have not & vrill not In future, avail of reimbursement. in part or rn fuii from any other source/employer/insurance company, of the
for which this assistance is requested
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DECLARATION by APPLICANT: 3n+ffi 6t-{ dqun qt.

ERT(

use/publish/put-up/reproduce my name, adoress, photo & details of the "purpose', for which such assistance is requested/granted, through any
medium lncluoing butnot lrmtted to verba . print, electronrc. for soliciting donatrons for Koshlka Foundation and/or disseminating information about it's
activitres/dchievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested

2) I lAppiicanl) further agree that any such use o[ my name, address, photo & details of the "purpose", for which such assistance is requested/granted,
wili nol autonralrcally entrtle me for recerving or conlinuing the said assistance. The decrsron for granting and/or oontinurng the assistance will rest solely
with the Trustees oI Koshika Foundation and their decision is lhrs regard wili be final and acceptable to nie.
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1)By aiflxing my signature or thumb impression on this Form (Applicant) hereby agree & authorise Koshika and it's Trustees to

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAI (r€qnrfl ERr 6'{r()

By atfixinQ hereunder, signature of our Authorised Signatory for recommending this case/patienl for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is{rot granted
by Koshika Foundation, in part or in full, then the Hospital reserves 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 patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility 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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