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) I hereby confltm hat all delails in lt s Form are True to the besl ot my l(nowledg€. Ary ,ahe stalement will r€rd6r my Applicatioi & ongoirE assistance. if any,

liable tor roioctiorvcancellation.

2) I solemnly confirm lhat assistance. if rec€ived from Koshika Fourdatir. will b€ used onty ror th€ 'Brrpo6e'. as slated in this Form. fur whk* $rch assbbnc€
was requestd by me.

3) I hereby continn that I havE no( E will not in future, avail of reimbuGement, in pad or in full, from any oher sourcs/employer/insurance company, of thc arnount
tor $,hich this assistance is rgqusstod.
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AGREEMENT by APPLICANT (ert{6 Eru 6tr{)

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

use/publish/put-up/reproduce my name, address. photo & details of the 'purpos€', fo. whicfi suci assistance is roquested/granled. lhrough any
medium, including but not limited to verbal, print, electronic, for soliciting donations fo, Koshika Foundation and/or disseminating information about it's
aclivilies/achievemenls. Such use of my photo & details can be made by Koshika Foundatlon betors or after my treatmenl or fullilment of the 'purpose'
lor which asslstance is being requested.

2) I (Applicant) fufter agree lhat any such use of my name, address. photo & d€tails ot the 'purposg', for which such asslslance is request€d/granted,
will nol automatically entitle me lor receiving or continuing the said assistancs. The decisioo for granting and/or continuing lhE assistanc€ will rest solely
w(h the Trust€os of Koshika Foundation, and their decision is this regard will b€ f,nal and accept.blo to mg.
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AGREEiIEIIT by HOSPITAL (TFm€ Em iflR)

By atfixing hereunder, signatu.e of ourAuthorised Signatory for reclmmending lhis case/patienl lor financialassislance fmm Koshika Foundation, we
(Hospitar) hereby atfirm E accept following:
1) thal we neither are presently nor will in future availof financial assistanco fiom arother NGO or any other source, for ths same patient/cas6. as we ars
requesting to get lrom Koshika Foundation. to the extent that suct assistanco is granted by Koshika Foundatjon. ll the requested assistancs is not granted
by Koshika Foundation. in pad or in full, then the Hospital a€sorvos it's right to meko up lhe shodtall ,rom anothgr NGO or any other sourc6. This
confirmation essentially states that the Hospilal will not avail any duplicat€ assigtancs for the same patient/case trom any othsr NGO or any other source.
2) The assistance from Koshika Foundation is only fnancial in nature. ThE choicr of th€ keatmenuproc€dure advised/conduct€d by the Hospital on the
palient, is basgd on the a.rangement between the palient & lhs Hospilal, and ls in no rvay influenced by Koshika Foundation. Hsnc€, ths Hospilalwill
assume sole & complete responsibility oI th€ troatment & it's outclrne & ssrety ol th€ patient, 8nd Koshika Foundation will have no role or responsibility
in the matter
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