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oEcl-ARATloi by APPUCAI{I: ariqr E{ ricqr cr:
1) I hereby confirm hat all details in his Forn are True to the best ol my knowledge. Any false slatement will render my Appllcstion E ongoing assistanca, if any,

liablg for reioctionlcancallation.
2) I solemnly confirm that assistraoce. if rgcaivgd from Koshika Foundaton, will be us6d only lor the 'purpG€', as statad in his Form, b. which sudl assisianca
was requested by me.
3)l hereby cufirm hat I have not & will not in future. availof reimbursemsnt, in part or in full, from any other sourc€/employer/insurance compony. of lho arnount

for whhh this assistance is requested.
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AGREEiiENT by APPLICANT (qr*r{ Err 6{R)

t) By afllxing my signature or lhumb impressaon on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and il's Trustees to

use,/publish/put-upkeproduce my name, address. photo E details of the'purpose", for which such assistanc€ is requgltod/granted, through any

medium, including but not limlled to verbal, print, olecfonic. for soliciting donations lor Koshika Foundation and/or disseminating intormation about it s

activities/achievements. Suci use of my photo E details can be made by Koshika Foundation before or afler my treatment or lulfilmenl of the 'purpose'
for which assistanc€ is being requested.
2) I (Applicant) ludhe. agree that any such us6 ot my name, addreqs, photo & details ot lhe 'pueose', lor whlch such assistance is requasted/granted,

will not aulomatically entiue me for receiving or continuing the said assistance. The decislon lor granting and/or continuing the assistanca will rest solely

with the Trlstees of Koshika Foundation, and their decision is lhis rsgard will be flnal and acceptable to me.
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AGREEiIENT by HOSPITAL (E{TdT€ !m 6{R)

By aflixing hereunder, signalure of ou. Authorised Signatory for recommending this cas€/patient tor financial assistance trom Koshika Fourdatbn, w€
(Ho6pital) hereby allirm & accspl following:
1) thst wB neith€r are pr€ssntly nor rvill in future avail of financial aqsistBnce ,rom .noth€r NGO or any other sou.c€. for lhg same patenucasg, Es we are
roquasting to get from Koshika Foundation, to th9 extent that such assistance is grsnted by Koshika Foundation. lf the requosted assiEtancs is not granl€d
by Koshika Foundation, in part or ln full. th€n the Hospital reserves it's right to mske up the shortfall from another NGO or any other 6ource. Thls
conlirmation gssontially statss that the Hospltal will not avail any duplicato assistanc€ tor the sam€ pationucas€ from 6ny other NGO or ahy othor source.
2) Th6 assistance from Koshika Foundation is only flnancial in nature. The choic€ of the treatmenuprocadure advised/conducted by the Hospilsl on the
pati6nt, is based on the arangom€nt betw€on tho pationt & the Hospital, and i8 in no way inffuencgd by KoEhika Foundation. H8ncs, ths Hospllalwill
6ssum6 sole & complete responsibility of th6 treatm€nl & it's outcome & safety ot thg patient, and Koshika Foundstion will have no role or r€sponsibility
in the matter.
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