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1) I hereby conllrm that all details in thrs Fo.m are True to the besl ol my knowledge. Any false stiatemenl wrll render my Applrcalron A ongcting assistance. af any.

liable lor rEection/cancellalion.

2) I sotomnly confirm that assistance. il receivod from Koshika Foundation. willbe used only foI ths "purposo'. as slated in this Fo.m, for which such assislance

was requested b, me.

3) I hsr;by condn hal I have not & will not in futu.o. availof r€imbuEemont. in part or in tull, from any other source/Employer/insuranc! company, of the amounl

for which this assisiance is requsstsd
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AGREEMENT by APPLICANT ( i{r+(6 gl{r 6m)

1) By affixing my signature Or thumb impr€ssion on this FOrm, I (Applicant) hereby agree t althorise Koshika Foundation and it s Trusloos lo

uielpuutrsUiutiupfieproduce my name. address. photo & delails ol thg'purpose", lor which such assrstance is tequested/granted. lhrough 8ny

medium, inciuding but not timited lo verbal, print, electronic, lor soliciting donations lor Koshika Foundalion and/or disseminaling information aboul il's

activities/achievements. Such use ot my photo & delails can be made by Koshika Foundation betore or alter my treatment or lullilment of the 'purpose'

for whrch assislance rs belng requested

2) I (Appticant)further agree that any such use ol ftry namo, address pholo & details ol the "purpose" for whrch such assistance is rgquested/granted,

will not automalicaliy enti(e me for receiving or continurng lhe said assrslance. The d€casion for granlrng and/or continuing the assistance will rest solely

with lhe Trustees of Koshlka Foundalron. and therr declslon is this regard will be final and acceplable lo me

t) {s yri c( nci rrncR q $'rd si Brc nfr(, I ( 3{r+rr) q$n wcfd 6i yfr a,ril tcq'*tfrrfl srdrn qt( Trd {rtr '61 olfir{i 6( tf{ *n rq,

m,qtdqkdf{d{orwycx{s}firdt,Td"oiftror"qq<16.m,qrfirq{qiT(Yq{{-drfrfrfuds+{B.rdErqldfaiffi{wmclqc
{ rfifrn 6{i + ff,q ofv{-d tr rR rc? 6t lis{q it rarc d {ad ql cR i 6d d frq'alfrrol qrr$m" s qrd 3flr{-d tt

2) d ( rir+<6) rsmtg6trd(f{+n rrr, v , $ia rk Acu i f* xurn dqtrnlt rfltd t1iE? Rrlrdt 6l Br<R lfr T{irl t" sqq il

"olfirar" qs{ Trrd qm EI Fltq slfdq qtr aq+rfl dTrr

AGREEMENT by HOSPITAL (TF A Er( EIR)
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By alfaxing hereunder. signature of our Authorised Signatory for rsclmmending thi6 case/patient lor financial assistance lrom Koshika Foundation' we

(Hosprtal) hereby affirm E accept followrng:

i) ttrit wi neittrer arE pr6sen y nor wrll inlLrture avail ol financial assislance from anothsr NGO or an! oth€r sourc€, for the same patisnucas€, as w€ are

rJquesting to get fiom Koshrki Foundalion. to the extent lhat such assrstance is granted by Koshika Foundation. ll the requesled assistance is nol grant€d

U-y-io"hii", ioirnO"iion, ln part or tn lull, then the Hospital reserves ( s nghl lo make up the shonfall lrom anolh8r NGO or any other source. Thas

c;nfirmation essentia|y st;tes thal the Hosprtal will not avail any duplicale assistance lor lhe same patienvcase from any olher NGO or any olher sourc6

ij Tne ass,stance lro, Koshrka Foundalron rs only frnancral in nalure. The choice ol lhe lreatmenUprocedure advised/conducted by lhe Hospital on the

pltienr, ii UiieO on rt e aftangemenl between lhe, patienl & the Hospital. and rs in no way influenced by Koshika Foundatian. Hence the Hospital will

iisume sote & complote resp;nsibility of the lreatmonl & lt s outcome E saf8ty of the palisnt, and Koshika Foundalion wall hav9 no role or rosponsibility
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