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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any faise statement wrll render myApplication & ongoing assistance. af

liatJle [or re]ectrorl/canCellatron

2) I solenrnly confirnr that assrstance, if received from

was requested by me.

3) | hereby confirnr that I have not & v/ill not in future,

for whicn this assistance is requested

t) { qtqqr +-rdr tf{ yR cr6q t kA ,i-A wi E-*rq tt qrrsrt d ergrm vq qs s-dt tr qR ati f{q{q qq irsR oftre cF[ qrfl t d t0 wrq-m t{rg qfi vr s'afr tr
2)fiEmdso-qm{ft"6iftr+rq'rr+{H",ttfisrrrit,svfisqfisSshc'siyfr6ffil6crqr*,n,d{syr6qdqnrqrtr
3) {gfts6rdrdfnFre{-6TTditgwmd-* frtTEi, Tff {rfu+t e{Rrsqq-6-dftRr ffi erq qrqdtadfrqrt elnrfr qf{E{ifur

stated

other sou rce/employer/insurance

Koshika bewill used fo this Form suchwhichFou n datron the assistanceonly ''purpose

ofavail inreimbursement or fullin frompart of theany company,

oEGLARATION by APPLTCANT: 3rT+({ Er{I $qon {r.

ERI 6,'{R)(

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

medrum, rncluding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informatron about it's

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

for which assistance is berng requested
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with the Truslees oI Koshika Foundation, and their decision is this regard wii] be final and acceptable to nre.
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AGREEMENT by HOSPITAL (rwrf, ET{I 6,fi)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial 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.i6 not granled
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 palient/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 advrsed/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 treatmenl & it's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility
in the matter.
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