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11 I hereby confirm that all details in lhrs Form are True to the besl of niy Knowledlle. Any lalse slatement wrll render myApplication & ongorng a

haLrle lor rejectior]/cancellation.

2) I solemnly confirnr that assistance, if received from Koghika Foundat on rvrll be used on y for-the "purpose , as stated in this Form, for which such
was requested by me

3) I heretjy oonfirnr that I have not & v/ill not rn futuie, avail of reimL:ursemenl. rn part or rn furi from any other souroe/employer/insurance company, of
for whrch this assistance s requested
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DECLARATION by APPLICANT: etd{6 Er{I $qun q'
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11By affixing my signature or thumb rmpression on thrs Form, l(Appiicant) hereby agree & authonse Koshika Foundation and it's Trustees to

use/publishiput-up/reproduce my name, address photo & details of the "purpose", for which such assistance is requested/granted, through any

medium. includinq but nol limited to verbal pnnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating rnformation about its

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment oi the purpose"

for which assistanoe is being requested

2) I (Applicant) lurther agree thal any such r.rse of my nante. address, photo & details of the "purpose", for which such assistance is requesteoi granted,

wtli not autonrattcally entitle me for recerving or continuing the said assistance. The deciston for granting and/or continuing the assistance w I resl se1s1,

with the Trustees o[ Koshika Foundation, and their decisron is this regard will be final and acceptable to fire.
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AGREEMENT by HOSPITAL (6sffit ERr 6'{R)

By affixing hereunder. srgnature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospitat) hereby alfirnr & accept followrngr

1) that we neither are presently nor will rn future avail of finanoal assrstance lrom another NGO or any other source, for the same palienucase, as we are
requestrnq to get from Koshika Foundation, lo lhe exlent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundatron in parl or rn full then the Hospjtal reserves rls nght to make up the shortfall froflr another NGO or arry other source. Thrs

confirrnation essentialiy slatL.s lhat the Hosprtai wili not avail any duplicate assislance for the same patient/case from any other NGO or any other source.

2)The assistance fronr Kc,snika Fi-;urrdatLon is orlv financial ir) nature. The chc,ice of lhe lreatment/prr:cedure advised/conducted by the Hospital on the
patient, is based on the arrangenrent between the patient & lhe Hospital, arrd is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrpiete responsrbrlity of the treatment & it's outoome & safety of the patrent and Koshrka Foundation will have no role or responsibility

rn the matter.
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