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'1) I hereby confm that all delails in this Form are True to the best of my knowledge. Any false slatemenl wi,l render my Appticatjon & ongoing assistance, it an,
liable fgr rejection/cancellation.

2) I solemnly coofirm that assistance, af rcceived from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance
was requested by me.

3) I hereby confim that I have not & will not in future, avail of reimburssment, in part ot in full, flom any other source/employer/insurance co.npany, of lhe
to. which thig assistance is request€d.
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AGREEMENT by APPLICANT ( Em fir)
1) By atlixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ats Trustees to

use/publish/pul-up/reproduce my name, address, photo & details of the 'pu.pose', for which such assistan@ is requested/granted, through any

medium, including bul nol limiled to verbal. print, electronic, for soliciting donations for Koshika Foundauon and/or disseminating inlormation aboul it's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation betore or afler my treatment or fulfilment of the 'purpose'

tor wh ch asslslance is being requested.

2) I (Applicant) furlher agree that any such use of my name, address, photo & details ol the "purpose', for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing tho assistance,,ill .est solaly
wrlh the Trustees of Koshika Foundation, and their decision is lhis regard will be final and acc€ptable to me.
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AGREEMENT by HOSPIIAL (TF a TRI 6,II{)

By aflr)(ing hereunder signaturc ol our Authorised Signatory for reclmrnending this case/patient for financaal assistance from Koshika Foundataon, we
(Hospila ) hereby atfirm 8 accepl followrng:
1) that we neilher are presenlly no. will in future avail of financial assistance from another NGO or any oth6r source, for the same patient/case. as we are
requesting to gel lrom Koshika Folndalion, lo the extent lhat such assistance is granted by Koshika Foundation. If the requesled assislance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserv€s it's right lo make up lhe shortfall from anothe. NGO or any other source. This
conflrmation essentially states that the Hospilal wall nol avail any duplicate assistance for lhe same patienl/case from any other NGO or any othsr sou,ce.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the t.eatmenuprocedure advised/conducted by lhe Hospital on lhe
patienl, is based on the arrangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. tieoce, the Hospital nill
assume sole & complete responsibility of the treatmenl & its outcoms & salety of the patient. and Koshika Foundation will have no role or responsibiiity
in the matter.
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