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1) I hereby conf,m that all details in his Form are True to lh€ best of my knovledge. Aay false staternent will rcrt'ler my Ap'/]i(,/bn & ohgoing assistance. it any,
liable for tgiection/cancellation.

2) I solemnly co.frm that assistance, if received flom Koshika Fourdaton, wlll be us€d only for ttl€ 'pufposs', as staH in I t Form, lo. which such assistanca
was requestd by me.

3) I hereby mrfrm lhat I have not & will not in tuture, avail of reimbursoment, in pad or in full, frorn any othgr source/ampbye/lnsurance cornpany. of thg

for which this agsistance is requgsted.
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AGREEITENTbyAPPLICANT ( !T(I 6m)

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

use/pubiish/pul-upi reproduce my name, address, photo & delails of the 'purpose', lor whici suci asslslance ls requestedlgranted, through any

medium. including but not limited to verbal. print, electronic, for solidting donalions ror Koshika Foundatlon and/or dissemlnating information about it's

activities/achievemenls. Such use of my photo & details qan be made by Koshika Folodation beforc or afier my lrealmenl or fulfilment of lhe "purpose"

for which assislance is being requested.

2) I (Apphcant) lu(her agree that any such use of my name. address. photo & details ot the 'purposs', lor which sucfi asslstance is requested/granted.

will nol automatically entitle me for receivlng or continuing the said assistancs. The decision for gBntirE and/o. coitinuinq lhe assistanc€ will rest solely

w(h the Trustges of Koshika Foundation, and their decision ls this regard will bo final and acc€plablg to m9.
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AGREE]i.IENT by HOSPTTAL (TFdTa Ro 6IR)

By atlixing he.eunder, signalure of ourAuthorised Signatory Ior recommending this case/patient lor financial assislanc€ from Koshika Foundalion, we
(Hospnal) hereby affrrm & accopl following:
'l) lhat we neither are presently nor will in futur€ availof financial asgistance from another NGO or any olher source, for th€ same patiBnucase, as w€ are

requesting to gel from Koshika Foundation, to the extent that suc-tl assistance is granted by Koshika Foundalion. It the aequested assistance is not granted

by Koshika Foundation, in part or in fuli, then the Hospital res€rves lt's right to make up th€ shorttall trom anoth€r NGO or any other sou.ce. This

confirmation essentially states that the Hospital wiil ngl avail any duplicate assistance for th€ sams patiEnucase lrom any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. Ths choicr of the trestmenuprocadure advised/clnducted by the Hospital on th€
patienl, is based on the anangement between the patient & the Hospital, and is in no rvay intluencod by Koshika Foundation. Hsnce, the Hospitalwill

assume sole & complete responsibility of ths treatmenl & it's oulcome & salety or lhe patisnt, and Koshlk8 Foundatlon will hav€ no role or responsibility

in the matler.
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