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I hereby confirm that all details in lhis Form are True to the best ol my knowledgE, Any false statement will r€nder my Applicatioh & ongoing assistance' if any,

liable for rejection/cancellation.

Z) I solemnty i:onfirm ttrat assistance, if received from Koshika Foundation, will bo used only for th6 'purpos6', as statsd in this Form, for which such assistance

was requested by me.

iiinj'iOy conn,in rf,a I have not & will not in fulure, avail of roimbuGement. in part or in full, from any other source/gmploy€r/insurancs company' of th€ amount

for which this assistance is requesled.
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AGREEMENT by APPLICANT ( !r{I6IR)

1) By afllxing my signalure or thumb impression on this Form. I (Appllcant) hereby agree & authorise Koshlka Foundation and il's Trustees lo

use/pubtish/iuf-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information aboul it's

activities/achievemenls. Such use of my pholo & details can bo made by Koshika Foundation before or after my treatment or lulfilment of lhe 'purpose'

for which assistance is being requested.

2) I (Appticant) further agree lhat any such use of my name, address, photo & detalls of thE 'purpose', for whlch such assistanc8 is requesled/granted,

;ill not automataca y enlille me lor receiving or continuing the said assistancg. Th€ decision for granting and/or continulng ths assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ linaland acleptable lo me

r) w yr: w qci fidrcfi qr si,r8 61 Brc €,nd{, { ( snir+) oirn {6fi q1Sfr 6rdt tcd "qifffiI $rd*m qt{ Ts+ <rtr " el efuAt ern {f* *a m,

rm, qH rst d icsl"l Fs yc? { q}ii( t, Tt "+iRrcr" qqt qrd, qrr, <ra-arT 1et rdn i gS qfrGftd d( rcafuqi d H EES ql vsn qqq

t yflfti 6d + frq lcFqd tr tt cc-r 6I f++{q ,it rom * rrd qr cR i 6{i + frq'Etfrlet l6rtd€r' c qS lcfrTd

2) d (eqr+<6) w crd i FErd t f6 +rt qrc, qdr, sH st{ fdd&r ii fr ttprdr + E*xqI f fff{ t nn rlrnr Rnrdl i trf,<R rd r'<r ll lrl sEiq {

'atfrmr" qq Yr+ 'qM 6r frui'q srf gln qrqsTt dnt
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/pati€nt lo. financial assistance from Koshika Foundation, we

(Hospilal) hereby affirm & accept following:

i;hit w6 neittrdr are presentlynor will inluture avail of linancial assislance from another NGO or 8ny other sourc€, for the samo patient/case, as we are

requesting to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. lf qe request€d assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospital reserves it's right lo maks up lhe shortfall lrom another NGO or any other source. This

confirmation essentially st;tes that the Hospital will not avail any duplicate assistance ror ths sam€ patienucase from any olhgr NGO or any other source.

2) The assistance lrom Koshika Foundation is only llnancial in nature, The cioice of the treatmenuproc€dute advised/conducted by the Hospital on the

p;tient, is based on the arrangemenl between the palient & the Hospital, and is in no way lnfluenced br.Koshika Foundalion H€nce, the Hospital will

issumi sole & complete resp;nsibllity of the treatmenl & it's outcome & safety ofthe patient, snd Koshika Fouodation will hav€ no role or responsibility

in the matter.
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