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1) I hereby confirm that all detaiis in thrs Form are True to lhe best of my knowledge. ANy false statemerrl wrll render myApplicatlon & onqorng assrstance.

lraote for relectiort/cancullation

was requested by me.
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for whicn this assistance rs requested
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1)By affixing my signatr:re or thur"nb rmpression on this Form, l(Applicant) hereby agree & authorlse Koshika Foundatton and it's Trustees to

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

mediunr includrng but not llmtted to verbal prrni, electronic, for soliciting donations for Koshika Foundation and/or dtsseminating informat on about it s

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of the purpose'

for whir:h assistance is being reqr.lested.

Z) I (App icant) lurther agree that any such use of my name. address. photo & delails of the "purpose", for which such assistance is requesled/9ranted,

with lhe Truslees oi Koshika Fcundation and their oecision is lhrs regaid wili be finai and acceptable to nle.
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AGREEMENT by HOSPITAL (TgMTfl ERt 6IR)

By affixing hereunder srgnature of our Auihorised Srgnatory for recornmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affii'nr & accept foilowirtg

1)that we nerther are presentiy nor wiil rn future avail of financiat assistance from another NGO or any other source, for the same patrent/case, as we are

requesttnq lo get from Koshika Fountjalron, to the extent that such assislance is granted by Koshika Foundatton. lf the requested assistance ts not granted

by Koslrrka Foundation in parl or in full. then the Flosoital reseTVes it s riglil to nrake up lhe shorlfall [ron] anolher NGO or any other source. This

confirmation essentiaily slates that the Hosoitai wrll aot avarl any duoiicatc assislance for the same patientlcase from any other NGO or any other source.

2)The assistance frorn Koshika Foundation is only finarrcial in iraiure. l-he choice of the treatment/prt-rcedure advised/conducted by the Hospital on the

patient, is based orr thc arrangement between tne palrent & the llospital, and is rn no way influenced by Koshika Foundation. Hence, the Hospital will

assunte sole & conlirlete responsibility of the treatment & lt's outcome & safety of the pattent, and Koshtka Foundatlon will have no role or responsibility

in the matter
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