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1) I h€reby conirm lhat all dstails in this Form are True to the best ot my knowledge. Any false statement will re.der my Appllcaton & ongolng asslstanca. if any,

liable lor r€jection/cancellation.
2) I solemnly clnfirm that assistance, if received from Koshika Foundation, will be usod only tor the 'purpos€', as statBd in thls Form. for whl.fi such assistance
was request€d by me.
3) I hereby confirm that I have not & will not in future, availof reimbursement, in part or in full, flom any other source/employer/insurance company, ortle amount
for which this assistance is requested.

r ) t slqq 6rdl t f{ y{ xr6c i ftq ,ri Tql frcllr t0 qr+*r0 * !r3cR Td qq sd tt cfi Eli fr{{vr rF ana n"* ,Tql ,, t d tt qr4[ f{(Rl 61cl 6d fi
2)itarnci{ETdr{f{"dRr6r$rr&F',tdnrt{dt,J{r6ricqi,rrSBtycd$dMf6qrcrfui.clysrl6q{q(rqrlr
3) d Ytu 6rdl (f6 td( wmr fu w nfn +1 d t, sq rrfll cl crRffi cr e-*-f, t€Rr GrS rrq ElflFrqtl-rrSrr 6q-{ t ; d frqr I qt{ r S qfrq { dnl

,,GREEMENT by APPLICANT ( qr+{6 EIn 6{R)

APPLICANT'S SIGNATTJRE OR LEFT THUMB IMPRESSION

iflriqfi +

RECOMi/lENDED FOR ACCEPTETICE*ffr + fdc ftrd

ls I'iflTqq

MT LAKS ATHI N
aN SignatoryDr.IJl

"...(lilame olr 1.Qft€i.

FOR I NAL USE of finft{ slch t(
T

sl TRUSTEE 1

4rd 3lore-52 SIGI{ATURE ofTRUSIEE 2 ,f
<rfi Ekrn 2 - - "-

By affixing hereunder, signature of our Authorised Sagnalory for recommending this case/patient for financial assistance trom Koshika Foundation, we
(Hospital) hereby atflrm E accepl following:
1)that we neilher are presently nor will in future avail of llnancial assistance from another NGO or any other source, for the same patignucas€, as we are
requesting to get from Koshika Foundation, lo the exlent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any othor sourc6. This
conflrmalion essenlially states that the Hospilal will not avail any duplicate assistanco for the same patienl/casa frcm sny oth€r NGO or any olher sou.ca.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the keatment/procrdure advised/conducled by ths Hospital on the
patient, is based on the arangement between the patient & the Hospital. and is in no way influenc€d by Koshika Foundation. Hence. the Hospitalwill
assume sole & complete responsibility of the treatment & il's outcome & safety ol the patlent, and Koshika Foundation will have no role or rosponsibility
in the matter

1) By aflixing my signature or lhumb impression on this Form, I iApplicant) hereby agree & authorise Koshlka Foundation and it's Trustees to
ose/publish/pul-up/reproduce my name, address, photo & details of lhe 'purpose', for which such assistance ls requested/granted, lh.ough any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's
activities/achievements- Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmsnt of the 'purpos€'
for which assislance is being requested.
2) I (Applicant) fudher ag.ee thal any such use of my name, address, photo & details of the "purpose-, for which such assistanc€ is rgqugsted/granlgd,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or cutinuing the assistanca will rest solely
with the Trustees of Koshika Foundation, and their decision is this rogard will be final and acceptable to me.
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