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DECLARAIPil by APPLICAIT: clttliF Er{I rlrqql q-r:

1) I hereby conlirm thal all delarls rn lhrs Form a.e TrLre {o lhe besl ol my *nowledge Any lalse slalement will render my App|cation & ongoing assistance rl any

Iable lor releclion/cancellalon

2) I sotemnty ;onlirn that assistance. rl rece,ved lrom Koshrka Foundaton will be used only for lhe purpose-. as staled rn thls Form. lor whrch such assrslance

was requested by me.

Siir,efiUi"onn'in ffr"f I have nol & witl not rn future, avail of reimburs€ment, rn p€d or in full, from any other source/employer/insurance company, ot the amouni

lor which this assktanco is requoslod
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1) By afitrrng my srgnature or tlruitb rmpressron on thrs Form I (Appica n t ) hereby agree & aulhonse Koshika Fouodation a nd rt s Truslees to

uselpuO[srrliut,ttftieproduce my name. address. photo & detaals of the "purpose". lor which such assislance is requested/granled. lh.ough any

med,um. tnctud'ng bui nol limrted to verbal, print. electronic, for solrciling donations tor Koshika Foundatioo and/or dissemrnating inlormation aboul il s

aclrv(ies/achievements such use of my photo E delatls can be made by Koshika Foundation belore or after my trealmenl or fulfilment ol lhe "purpose'

for whrch assislance is being requesled

2) I (Apptrcant)fu(her agree that any such use ot my name. address. photo & delarls o, the purpose'. for which such assaslance is requgsted/grantod,

wrl nol aulomatcatty enlllte me for recervrng or contrnurng the sard assrstance The decision for granllng and/or conlinuing the assistance will rest golely

w(h lhe Truslees ol Koshika Foundation. and lherr decision is this regard will be final and acceptable to me
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By affixrng hereunder sqnature of our Autho sgd s€natory for recommendrng lhls case/patlent lor flnancral assrslance lrom Koshrka Foundaton. we

(Hospital) hereby alfrrm 6 accept ,ollowing:

liiiSi'ii i-"ii# iiJ presenity-noi witt in-tuture avaitof financial assislance from onother NGo or any other source, lor the same patienucase. as v'e a'e

,Jqr"rting fo g"r fro.'foshiki Foundation. to lhe e{ent that such assislance is g.anted by Koshika Foundatpn. Iflhe requealed assistance ls nol granled

Lv'i"rf,it| i,irno"rio". in part or in fu1 the;tne xospitat ,"""rr"s its righl to m;ke up th; shodfatl hom another NGo or any other source This

c;nfirmalion essentra y stites ttar tt e Hosp,tat wrtt n& ivait any ouptrcaio assislance for lh€ same patienucase from any oth€r NGo oI any olher source
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ri""i iosr,,ra rounoariorlii-onif r,n"n"-r ,n ,i"iri". rhe choEe ol lhe lrealmenuplocedure advised/conducted by the Hostrital en lhe

patrenl. is based on ths arrangemenl berween ihe'patienl & the Hosprlal. and rs in no way hfluonced by Koshika Foundation llence, tho Hospital will
-- 

,." 
"of" 

a .orpl"fe reso-ons,uil,ly ol tne treat;enl & lt s outcome & safety of lhe patient and Koshika Foundation wlll have no role or responsibllity

rn the manel

*,f .m". 
"."rt 

ril .+{ C qrqd/{i,i aii "6lttqir str*{n" t fcfdc {Ur{dr tg ficslftrl 61 crd l. fidt Eq (rsdra) F{q ron t qr{ s Et{R 6{A

l)qrfrrnl!?tqlrdkrfiqfiq{FRTqErTirfiFsik{t6ltt{qnqflrdrqatrir*riomcd{d'lqlddl.+df6rci"dfrr6r$rr<'flr"
i Frsrftrvftnfr aqr d q<q { "TlQrfi sr.*n' m e< *E fo qt "cifrm maim'!I(I wrcifl fdrft srfrI6/T66 h lra{ rd frqr crdr I n} ssdrq

ffi rq trr xrqro tTqI qI ffi 3l? T{EH d w|T+i 6L,fu6rr $ftrd rva tr w feletzencrdltft xt{-e frfrq q< r* ti4nnd t{ ffi

lrr rrat t'm q m ra {nr i ati tnrdfir

:. " *ifrrtl srr€rrr " e d T{ qnctr +{d r{ftq r{fr ql lr t'i c' rs<ra rm d r{ nar qr H 'ri Brsrwfu'a 6l Trra tfl ca rgfla

*rts6lfrqsI3ft",5|frt'nsrr€fi"8r{lfirqlrER5loli<{ciE reftTqrqnn{n'narcngrurdRqltqddsrnffitfrq'irsm

ai EFfr !it{ "61frr{t" 61 6ri $r{t ct k4.<rfl 5€ cIEd { ri frr

10-02-2023

AGREEMENT by HOSPITAL I Eq4rd EM 6{F )

(l{ame,


