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1 ) I hereby confum hat all details in lhis Form are True to the besl o, my klotdedge. Any false sblemeot will rond€, my Application & ongdhg assistance, it any.
liable f or raisctiory'cancellation.

2) I solemnly confrm that assistance. if received from Koshlka Foundatir. will b€ used only for ths 'purpos€', as staH in tts Form, fo. wfii$ sJdr assistance
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3) I her€by confm lhat I have not & will not in future, avail of reimbuG€rn€nt. in part or in full, from any ofi€r soorcs/employe./insu"ance cornpony, oI the
for which Uis a3sistanc€ is rsqus3t€d.

OECLARAIOT{ by APPL|CAflI: qri(6 Ern dqqr v{r

AGREEiTENT by APPLICANT ( a{ 6,(R)

1) By attixing 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 lhe 'purpose', for whic-h such asslstance ls .equested/granted, lhrough any

medium, including bul not limited to verbal. print, elecfonic, for soliciting donations tor Koshika Foundatlon and/or disseminating inlormation about it's

activaties/achievements. Such use of my photo & details can be made by Koshika Foundation before or afier my lreatrnent or fultilment of the 'purpose'
lor whrch asslstance is being requested.

2) I (Applrcant) futther agree thal any such use of my name. address, photo & details ofth€'purpos€', tor which such assistance is requested./granted,

will not automatically entitle me for rec€iving or continuing the said assistancs. The decision lor granting and/or continulng the assistance will rest solely

wrlh tho Truste€s ol Koshika Foundation, and their dscision is this.egsrd will b€ finalsnd sccoptable lo rn€.
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AGREEI{ENT by HOSPTTAL (T{trdTd EM 5(R)

By afrixing h€reunder, signature of ourAuthorised Signalory for reclmmending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby afllrm & accept following:
1) that we neilher are presently nor will in luture availof financial assistancs from another NGO or any oth€r source, to. the same patienucase, as wo aro

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. ll the requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospital roserves il's right to make up the shortfall lrom anoth€r NGO or any other source. This

confirmation essentially stales tlat the Hospital will not avail any duplicate assistanc€ for the samg patlenl/case trom any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the keatm€nup,ocEdure advis€d/clnducted by the Hospital on th€

patient, is based on the anangem€nt between the patient & the Hospital, 8nd is in no way lrlluEnced by Koshika Foundation. Hence, the Hospital will

assume sole E complete responsibility ofthe treatment & it's outcomg & safety of the patient, and Koshika Foundatlon will hav€ no role or .osponsibility

in the matter.
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