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.1) 
I hereby confirm that a[ detarts in thrs Form are True to lhe besl ol my knowledge. Any false statement will rende. my Apphcatron & ongoing assistance, it any,

liable f or .ejoation/cancellatron.

2) I solemnly ;onfirm thal assistance, if roceived lrom Koshika Foundation, will be used only lor the "purPose', a! staled in this Form, lor which such assislance

was requested by me.

3) I he;by confi;n that lhave not & wi not in future, availof reimbursemont, in part or in lull, from any olher source/employsr/insurancl company, of the amounl

for which this assistanco is rsquested.
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1) By affixing my signalure or thumb impression on this Fo.m, I {Applicant) hereby agree & aulhorise Koshika Foundalion and it's Trustoss to

use/publish/put-up/reproduce my name, address, photo & details ol the "purpose". lor which such asslslance is requested/g.anted, lhlough any

medium, including but not timtted to verbal, print, elBctronic, for solicitlng donations for Koshika Foundation and/or disseminaling inlormation aboul it's

activities/achiovements. Such use of my photo & details can be made by Koshika Foundation belore or aft€r my treatmenl or fulfilmenl of the "purpose'

for which assislance is being requesled

2) I (Apptrcant) f!rther agree lhat any such use ol my name address pholo & details ot the 'purpose , for which such assistance is requested/granted,

will nol automatically €nlitl€ me for recoiving or conlinutng the said assrstance. The d€cision fo. granling and/or continuing thB assistance \,vill rest solely

with lhe Trustees ol Koshrka Foundal on, and lheir decision is lhis regard will be final and acceptable to me
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By affixing hereunde., signature ol our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, w€

(HosDital) hereby aftirm E acc€pt followrng

i; tnat wi neltndr are presen|y'nor wrll iniutur€ avail ol financial assislance fiom anolh€r NGO or any other source, tor the same patienUcase, as w€ are

r;questrng to get from Koshiki Foundation, to the extenl that such assistance is granted by Koshika Foundalron lf the requested assistance is not granted

Oy'foinif.l fo"rnOation, in pa( or in iull. the. the Hosprtal reserves il s nghl lo make up the shortfall from anolher NGO or any other source. This

c;nfirmation essentially st;les lhal the Hosp tal v{il n;t avail any duplrcaie assistance tor the same patienl/case from any other NGO or any other source.

2tThe assistance lrom Koshrka Foundatron Ls onty tnanc at rn ;alure The cholce ol the treatment/proced!re advised/conducled by the Hospital on the

oattenr. is based on the arranqemenl Detween thipatrent & lhe Hospital, and is in no way nfluenced by Koshika Foundalion. Hence, lhe Hospitalwili

;;;;;; ;"t;e;;pi"iJ ,esp"onsrorrrty of rhe trBatment & it's oulcome & salety o, the patient, and Koshika Foundation will have no role or responsibility

in the matter.

rqrt qiq-f(, rRtc{t 61 *( i crFd/t'fi 4i 'dftrfr srrdm" { frFdq qtr{r tg ffifl ql qfr t, ftrd 6q (asdrd) f{Ei r6R { qra c S6R 6{i

l)crf6?d{dcnet{rfrqfrlclfrfflRrrrdlf*{tlkT(6rt{(qriqrfrrdq-qdli:mrirtnrrdidiqrdrtl,+*ftlci'qifrIfi'ns-*n"
t frslf$,ffi Tfi * seq i'6lftr6r srrdyr{" ERrc<tgfu tr q& "+tftmr srrdyn" Em ([I{dl ffi wfrmrrre fu rgr d f+qr q til qFrda

ftS q<ftqrfitdglqffi qq rr+ul t snrro tlsI etren g(fqla {€-m tr w1fu { ee rr vrm t f+ srsars Rfiq q< r< t{ffcd tEffi

't{ {r6rfr trsr qr ffi lrq sFrr I rd dqlrdfrr

z. "+iiir*r crc€rn" i d,r{ snrrm +{d fqFdc r{ii d rtfr q< rearo rr { T{ TdE cr ffi Ti rc-qfl,Tfrql 6l T{q tfr qc rq ld

* ats 6r Bcq I qh '6tftr6l vrc*qE" tm ffi
61 [i,fr qt{ "6]Rril'd 6t{ $16I qt ffi sq

q;t{ c<rc rd tr gqffi rsdrf, { r},fr * <qrq $eI 3h iiri qrt d sTn fi ffi t't q{i rsirc

ni dfrr

10.03.2022

I

AGREEMENT by HOSPITAL (rPqird lm 6m)

N
Mr.

,r

(A ur toa(A
&


