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I ) I hereby conlirm thal all details in lhis Form are True lo lhe besl of my knowledge. AIty false statement wifl render my Apptication E ongoing assistance, if any,
liable for rci€ctiory'cancellation.

2) I solemnt confrm that assisiancs, if received from Koshika Foundation, will be used only for the "purpose'. as stated in this Forft,lor rvhictl such assisiarrce
was requestd by me.

3) I hereby cqlfinn that I have not & will not in future, avail of reimborsernent, in part or in full, from any other source/employer/insurance cornpany, of the amoun
foa which his assistance is requesbd.
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AGREEMENT by APPLICANT ( mr mR)

1) By a(ixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/.eproduce my name, address, photo & details of the 'purpose', for which such assislance is roquested/granted, through any
medium. including but not limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information aboul it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation beforc or afler my treatment or fullllment ol the 'purpose-
lor which assistancc is being requested

2) I (App[cant) further agree lhat any such use of my name, address, photo & details of the "purpose'. for which such assistanc€ is requested/granted,
will not automatically entille me for receiving or continuing the said assistance. The decision for granting and/or cutinuing the assistance will rest solely
wrth the Trustees o, Koshika Foundation, and their decision is this r€gard wilt b€ final and accaptabl€ to ms.
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AGREEMENT by HOSPITAL (f,Fdtfl a|o i5'lR)

gy aflixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for tinancaal assislance from Koshika Foundation, we
(Hospital) hereby aflirm & accept lollowing:
1) that we neither are presently nor will in future avail of flnancial assislance trom another NGO or any othor sourco, for the same patienvcase, as we are
requestrng to gel froh Koshlka Foundation. lo the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full. lhen lhe Hospilal reserves it's right lo mak€ up the sho.tfall from another NGO or any other source. This
confilmation essenlially states lhat the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice oI the treatmenuproc€dure advised/co;ductod by the l.loipital on the
patient. is based on the arrangement between the patient & the Hospilal, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill
assume sole & complete responsibility of the treatment E il s outcome & safety otthe palient, and Koshika Foundation will have no rote or responsibility
in the malter
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