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DECLARATION by APPLICANT: 3lr+ffi 6ru qfqq Y{;

1) I hereby conftrm that all details in this Form are True to lne best of rny knowledge. Any false statemenl wrll render myApplicatlon & ongoing
,raDlc Ior relectiort/cancellatron.
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2) I solemnly confirnr that assistance, if

was requested by me

3) I hereuy confirnt that I have not & v/ill

for whrch lhis assrstance rs requested

AGREEMENT by APPLICANT (s{r+ffi EK 6-m)

1) By afirxing my siqnalure or thumb impression on this Form, l(Applicant) hereoy agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce rny name, address, photo & details of the "purpose , for which such assistance is requestedigranted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminat nq rnformation about it's

activitiesiachievemenls. Such use of my pholc.r & 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 (Appiicant) iurther agree that arry such use of my name, address, photo & delails of the "purpose'', for which such assistance is requested/granted,

wlli not autonlatica ly entllle me for reoeiving or contrnuing the sa d assistanoe The decision for granting and/or continuing the assistance will rest solely

with the Trustees oi Koshika Foundation and therr decision is lhrs regard will be linal and acceptabie to nte.
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AGREEMENT by HOSPITAL (E,€TdTfl ERT 6,{R)

By affixing hereunder srgnature of our AL;thorised SiEnatory for recomrnenCing tnrs case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirnr & accept folir,r+ring

1)that we neither are presently nor wjll in future avail of financial assrstance from another NGO or any olher source, for the same patient/case, as we are

requestrng to get from Koshika Foundation, lo the extent thal such assisiance rs granted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshrka FounCation, ln part or rn [ull, lhen the Hospilal reserves rt s ri.(]ht to nraKe up tfre shortfall fronr another NGO or any olher source. Thrs

confirmation essL.nrially slales thal lno Hospl ta wil! noi avai any duplicate assislance for thc same patient/case from any other NGO or any other source.

2) The assistance fronr Koshika Foundarron is on y iinanciai irr nature The choice of the treatment/procedure advrsed/conducted by the Hospital on the

patient, is based orr the arrangerlent betweerl the palrent & the losprtai, arid is in no way influenced by Koshika Foundation. Hence, the Hospital will

assunte sole & contplete responsibrlity of the treatrTrent & rt s outccme & salety of the patrent. and Koshika Foundation will have no role or responsibility

in lhe firatter
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