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1) I hereby conrirm thal all detarls in lhrs Form are True to the besl ol my knowledge. Any fatse statement wilt render myApplication & ongoing assistance. it any,
Iable lor relection/cancellation.

2) I solemnly confirm that assislance, if received from Koshrka Foundation, will be used only for th€ "purpose". as stated in this Form, for which such assistanc€
was requested bi me.

3) I horeby conlirm that I have not & will not in future, avail of reimburs€ment. in part or in full, lrom any other source/employer/insurance company, of lho amount
for which this assistance is request€d.
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1) By atfixing my signatu.e or thumb impression on this Form, I (Applicant) hereby agr6o & aulhorise Koshika Foundation and it's Trustees to

use/publish/pul-upkeprodLrce my name, address, photo & details of lhe'purpose', [or which such assistanae as roquested/granted, through any
medium, including but nol limited to v€rba!, print, eleclronic, for sgliciting donations for Koshika Foundalion and/or disseminating information about it's

activilies/achievements. Such use of my photo & details can be made by Koshika Foundataon before or afler my trealment or futfilment of the'purpose'
lor whrch assistance rs being req!esled

2) I(App|cant)lurlher agree lhal any such use of my name address, photo & details ol the "purpose . {or which such assistance is requested/granted,

will n.)t automatlcaily enlille me for receiving or conlinu ng lhe said assislanc€. The decision for granting and/or conlinuing lhe assistance will resl solely

wilh lhe Trustees ol Koshrka Foundalron. and lholr decLsion is lhrs aegard will be ,lnal and acceptabl€ to me
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By aflixing hereunder, signature ot our Authorised Signatory for recommending lhis case/patient for linancial assistance fiorh Koshika Foundation, we
(Hospilal) h€r€by atlirm & accepl lollowrng:
1) that we neither are presently nor will in luture avail ol financial assistance from another NGO or any othBr sourc€, for th€ same patienucase, as wa are
requestrng lo gel lrorn Koshrka Foundalion to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation rn parl or rn full, then lhe Hosp lal reserves rl s fighl to make up the shorllalllrom anolher NGO or any other source. This

confrrmal on essenlially states thal the Hosp,tal wrl nol avail any duplicale assistance Ior lhe same patrenvcase from any other NGO or any other source.

2) The assrstance from Kosh ka Foundalron rs only f nancral rn nal!re The chorce of the lrealmenUprocedure advrsed/conducled by lhe Hospatal on the
patient, is based on the arrangement between lhe palenl & the Hospital. and rs in no way influenced by Koshika Foundation. Heoce, the Hospitalwill
assume sole & compl€te responsrbilily ol the treatmenl & il's oulcome & salety ol the palient, and Koshika Foundation will have no rolg or responsibility
rn the metter

rmt afuqa, r<rd +1 orh { qrrd/t'n st 'dRro vrd-+yn" t frfrq qfi{dr tg fiswfilr fr1 qrfr t, f i 6q (rwdrd) frq r+R { qrq q SsR 6(d tr
r)qtft?ii{dqnst{adcBq{frfdqs[rrdrffi'tqr+rt{Frrlqrffiqqe]aic<rttnrrd{dtqrdril,$tf*tqt'6iR'ct$E*qr"
d fswftvffir r< * cqrq d'qtfrrfl $rr+aq" m r< fu io tr qR'6iRrdr srrd{R'ER srrcdr ftfifr w&miw+a ?g rgr rd f+cr qrdr * i} i{sdrd

ffi e-a +{ qrfit detl ql ffi iiq n-+rrn d wrr di ol .lrircn grfrra rcn t w tfr iqe cn qrdr t fu irwns Efrq c< TR rlrfilxcd tgffi
+{ €T6rfr den q ffi rrq rlrn Q rd dqrd'tr

z. "atRra qtr*n" d d ,ri (rrrdr +{d trfl r{fr d
* *s fl frcq i 3il( "+tfrr*r srrri'rn" gm ffi
d ci'n .xk'6ifrr6r' d 6i{ ttud' qr firffi w

rcrs rfr *r rsH retro d rhi * rerv Ew .irt( 3{ri crt s1 {r0 fiffi ti qd rtl-ffi
rd dflr

't0.03.2022

AGREEMENT by HOSPITAL (r{TdIFl Em 6m)

Surgcry
Care

4-F

3n+{6 6

c{ f,s{rfl Em { ,r{ Fdr6 <t H ,rn Trsr"qfrcr 6r grs rt fl qi rs E


