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1) I hereby confirm that all details in this Forn-i are True to the best of my knowledge. Any laise stalement wrii render my Application & onqoing assistar
liaule for rejecttor],cancetlatro'r

2) I solentnly confirnt that assistance, if received from Koshika Foundatron lvill be used on y fo. the 'purpose", as stated in this Form. for which such a
was requested by me

3) I heret;y cortfirnt that I have not & vrill not tn future, avail of rermbr,rrsement rf parl or rn fuli f rom anv other source/employer/insurance ccmpany. of the
for which this assistance s requesteci.
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11By aflixing my signature or thumb impression on thrs Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publshiput-upireproduce my name, aodress, photo & details of the "purpose", for which such assistance is requested/granted, through any

medium, includrng but not irmrted to verbai pr nt, electronic, for soliciting donations for Koshika Foundation and/or disseminatinq informalion about it s
activities/dchievements. Such use of my pholo & details can be rnade by Koshika Foundatron before or after my treatment or fulfilmenl of the purpose'

for which assistance is being requested.

2) I (Applicant) iurther agree that any such use of my name, address photo & details of the "purpose", for which such assislance is requesred,granreo.

with the Trustees oI Koshika Foundation and their decision is lhis regard wrl] be linal and acceptable to nle.
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AGREEMENT by HOSPITAL (Esinf, 6m 6-{R)

By affixing hereunder signature of our Authorrsed Signatory for recommending this case/patrent for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept followinq
'1 )that we neither ars presently nor will in future avail c.rf financial assistance from another NGO or any other source, for the same palient/case, as we are
requestrng lo get From Koshika Founcjation to lhe exlent that such assistance is granted by Koshika Foundation. lf the requested assistance ls not granted
by Koshtka Foundation rn parl or in full, then the Hospital i'eserves it s flght to nrake up llle short[all from anolher NGO or any other source. Thrs
confirmation essentially states tilal the Hospitai will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance front Koshika Foundatron is ortly financial irr nature The choice of the treatnlent/procedure advised/conducted by the Hospital on the
patient, is Dased on the arrangertent between !he patrent & the Hospital, and rs in no way influenced by Koshika Foundation. Hence, the Hospital will
assunre sole & conrplete responsibiiity of lhe treatrnent & rt s outcome & safety of the patient, and Koshika Foundation will have no role or responsrbility
in the matter
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