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) I hereby confirm that all details in this Form are True lo the best of my knowledge. Any false statement wrll render my Application & onqoing assrstance

liable for relection/cancellation.

2) I solenrnly confirnt that assistance, if received from Koshika Foundatron will be used cnly for the "purpose", as stated in this Form, for which such

was requested by me

3) I hereuy oonfirnt that I have not & vrill not rn future, avail of rermbursement. in pa( or tn fuil. lrom any other souroe/employer/insurance company, of the

for wh ch this assistance is requestecl
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11By affixing my signature or thumb impression on this Form, l(Appiicant) hereby agree & authorise Koshika Foundation and its

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

medrum. including but not limited to verbal, pnnt, electronrc, lor solrciting donations for Koshika Foundation and/or disseminating information about it s

activities/achievements. 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) t (Appiicant) further agree that any such use of my name, address photo & details of the purpose', for which such assisLance is requested/granted,

wtll ilot automatrcally entitle me for recerving or continuing the said assistance The decisron ior granting and/or conttnuing the assistance will rest solely

with the Trustees oi Koshika Foundation, and their decision is lhis regard wiil be final and acceptable to rrle.

l) w yri rfi .i{c-{ E{ilc( qr effi 6i Erq drrr!F-{, S (orr'+<-o) q!-fi qfifd al Sfu *,rdr {qs "siftm.rTf,gvti sft sq+:qrtri '6i eifir{i mm {f* *n <n,

qdr, siit str qr fffiflr w rvr { dfra +, EC 
nqifftrsr'i nq <rei, <rT, qrim/qr Esi qd'*o R gS qfrEflIdi *{ swf*d + ffi' ffi ql vsn qqq

{yqrft(6d*fdcerlrr{ntr ttyq:or fi-d{uifirflrq*T6-dqEKi6CSfrS'dfrtorslrg{i"qqrdo{Fr{ntt

z)ttsn+{dlgqEKts6mtfr'krcrc,vfl,tFj-ciotnEsoIqf+vrrqfl+r(M*flftintWEflrntFrfl$lr+-Ei{Tdq-{rdtr gsqqqq
u*ifrrfiT' qe1 rs-+, qrM' *r ffiq r'ihn stn ertzrfiIt 6rqtr

to

\1
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AGREEMENT by HOSPITAI (6wdrd Am 6'{r()

for recommenclrng this caselpatient for financial assistanoe from Koshrka Foundation, we

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

requestrng to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance isnot granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall kom 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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