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1) I hereby confm that all details in this Form are True to the best ol my knowledge. Any false stalement will render my Apptication 6 ongoing assistance, if any,
liable for rej€ctiory'cancellation.

2) I solemnly confirm that assislance, ifreceived from Koshika Foundation, wlll be used only for the'purpose', as slatod in this Form. for which such assistanice
was requestd by mc.

3) I hereby coflli.m lhat I have not & will not in future. avail of reimbursement, in part or in full, from any other sourco/employer/insurance company, of the amount
for which this assistance is requesled.
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OECLARATIOII by APPLICANT: qr+ftr m dcql y{:

AGREEMENT by APPLICANT ( ErtI 6(r()
'l) By aftixing my signature or thumb ampression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce fiy name, address, photo & details of the 'purpose', for which such assistance is requested,/granled, through any
medium, including but not limiled to verbal, priht, electronic, for soliciling donalions for Koshika Foundalion and/or disseminating information about it's
activilies/achievements. Such use of my pholo & details can be made by Koshika Foundation befo.e or after my treatment or fulfilrnent ot the 'purpose"
lor whrch assistance is being requested.

2) I (Applrcant) furlher agree lhat any such use of my name. address. photo & detailg otthe'purpose', for tvhich such assistance is requested/granled,
will nol automatically enlille me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with lhe Trustees ol Koshika Foondation, and lheir decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (6gdla Em 6(r()

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affrrm E accept ,ollowing:
1) that we neither are presenlly nor will in future availof financial assistance lrom another NGO o. any other source, for the sams patienucase, as we ar€
requesling to get lrom Koshika Foundation, tolhe exlenl that such assistancs is granted by Koshika Foundation. tf the requesled ;ssisfance is not gianted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to m,ke up th; shortfall from anothe. NGO or any other source. This -
confrrmation essentially stales thal the Hospital willnot avail any duplicaie ossistance for the same patienucase from any othlr NGO or any olher source.
2) The assistance from Koshika Foundalion is only financial in nature. The choice of the treatmenuprocedure advised/c6ducted by the Ho;pital on the.
palient, is bas€d on the arrangemenl between the patient & the Hospital, and is in no way influencod by Koshika Foundation. Henae, the Hospitalwill
assume soie & complele responsibility of the treatment & its outclme & salety ofthe patient, and Kosliika Foundation will have no role or responsibility
in the matler.
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