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was raquested by me.
iiit'"iOi-,,nri" f,"t I have not & witl not in future, avail of reimbursoment, in pad or in tull, from any oth€r sourca/employer/insurance company, ot tl€ a

for which this assistance is roquestod.
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AGREEi,ENT by HOSPITAL (ESK'ICI IM 6{R)

By affixing her€under, signature of ourAuthorised Signatory for.ecommending this cas€/patisnt for financial assistance trom Koshika Foundation, we

(Hospital) horeby afirm E accepl following:
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"r" 
presontly nor will in-future avail oI financial asslst€nce hom another NGO or any other sourcE, for the sams patient/case' as we are

rjqueiting to S"t f,om Koshik; Foundation, to the extent that such assistance is gEnted by Koshika Foundation. lfthe requested assistanc€ as not granted

Uy ioitrifi fotnOation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anothar NGO or any other sourca This

infirmation essentia y st;tes that thg Hospital will nol avail any duplicaie assistancs for th€ sam€ palisnt/cas€ from any othsr NGO or any othor source.

ijThe assistance lrom Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

plti"nt. ii t"""t on tt'" anangem€nl betw€sn thepatient E the Hospital, and is in no vvay influonc€d by Koshika Foundation, Honc€, th8 Hospital will

liiur" iofe a cprpr"te resinsibitity of ths treatment & it s outclme & sal6ty of the patient, and Koshiks Foundation will have no role or responsibility

in the maner.
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1) gy afrixing my signature or thurnb impression on this Fom. I (Applicant) hereby agree & authorise Koshika Foundation 8nd it's Trustees to

use/publish/pufupkeproduce my name, address, photo & details ol the'purpose", for rvhich such assistance is requested/granl€d, through any

medium, lnciuding but not limited to verbal, print, €lectronic. lor soliciting donallons for Koshika Foundation and/or disseminating informatioo about it's

actlvities/achieyements. Such use ot my ph;to & details can be made b, Koshlka Foundation before or afler my t.eatment or fulfilment of the 'purpose'

for which assistanc€ is being requested.
2) I (Appticant)fufter agree that any such use of my name, address, pholo & dolails ofthe'purpose', lor which such a$istanc€ is requsst€d/granted,

witt not aulomatically enti[e me for receiving or continuing the said assistance. The declslon lor granting and/or continuing the assistance will rest solely

wilh the Trustees 0f Koshika Foundation, and lheir dscision is this rogard will b6 linal and acceptablg to me.
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oECLARAT|ON by APPLICAI{T qriC6 E{ Cilq vr:
1) I hereby contirm hat all details in this Fonn are True to lhe best o, my kno.,/ledge. Any false statement will render my Applicatioo & ongoing assistanc€, if any,

liable for rojecliory'cancsllation.
Z) tiotemnty ionnrm ttrat asslslance. if received hom Koshika Foundatlon, will b€ used only lor th€ 'purpose', as statod in this Fom. lor which suci assistanca
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