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1 ) I he.eby coorirm that all details in lhis Form are True to lhe besl ol my Inowledge. Any false statement will render my Applicatlon & ongdng assislance, if any.
liable for reiec{on/cancellation.

2) I solemnly confirm tha( assistance, af received from Koshika Foundation, will be used only for the 'purpose', as stated in this Form, for which such assistan,e
was requested by me.

3) I hereby coolirm that I have not & will not in future, avail of reimbuEement, in part or in full, lrom any other sou,ce/employe/insuran@ company, of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT ( ao flR)

1) By afixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publislvpulupreproduce my name, address, photo & details of the 'purpose', fo. which such assistance is requesled,/granted, through any

medium. including but not limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation betore or after my treatment or lulfilment of the "purpose'

lor whrch assislance is being requested

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

will nol automatically entille me lor recciving or continuing the said assistance, The decision for granting and/or continuing the assistance will rest solely

wrlh the Trustees of Koshika Foundation, and their decision is this regsrd will be final and acceptable to me.
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AGREEMENT by HOSPITAL (rs d ERr 6{R)

By aflrxing hereunder, signalure of ourAulhonsed Signatory lor recommendang this case/patienl for financial assislance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
'l) that we neither are presently nor wall in future avail of financial assistanc€ fiom another NGO or 8ny other source, for the same patienucase. as we are

requestlng to gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then ths Hospltal res€rves it's right to make up the sho.tfall lrom anoth€r NGO or any othe. source. This

confirmation essentially stales that the Hospital wall not avail any duplicate assistance fo. the same pati€nt/casg from any olher NGO or any othsr sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choice ofthe treatmenuprocedure advised/clnducled by the Hospital on the

patient, is based on lhe ar.angement between lhe patisnt & the Hospital, and is in no way inf,uenced by Koshika Fourdation. Hence, lhe Hospital will

assume sole & complele responsibilily of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in lhe matter.
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