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11 I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement wrll render my Application & ongoing
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wlll nol automat ca ly entitle me for recerving or conlinurng the said assistance. The decis on for grantrng and/r-:r continuing the assistance wlll rest solely
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1) 8y afJixing nry signature or thumb impression Form. I (Applicant) hereby agree & Foundation and it s Trustees to

use/publish/put-up/reproduce my name, address, ranted, through any

medium, rncludinq but not limited to verbal plnt, minating information about it s

or after my treatment or fulfilment of the 'purposeactivities/achievenrents. Such use of my photo &

for which assistance is being requested

ENT by APPLICANT

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

s{r+ffi+66rCriqrfu+,tfivm
\

t

'qw*psrrii:1*GREEME.NT by HOSp|TAL (6{qirE 6m 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 followin3:

1) that we neither are presently nor wrli in future avail of financial assislance lrom another NGO or any other source, for the same patienVcase, as we are
requestinq to get from Koshika Founclalion. to the exlent ihat such assrslance rs granted by Koshika Foundatron. lf the requested assistance rs not granted

by Koshrka Foundation, in part or rn full. then the Hospilal reserves ils nght tc make up the shortfall frorn another NGO or any other source. Thrs

confirnration esse'ntialiy ste tes that rhe Hospital will not avarl any duplicale assistance for the same patient/case from any other NGO or any other source.

patient, is based on the arrangenreft between the patienl & the Hcspital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrplete responsibility of the treatment & it s outcome & safety of tne patient. and Koshrka Foundation will have no role or responsibility

rn the matter.
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