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1 ) I hereby cooftm that all delails in this Form are True lo the best o, my kno,vledge. Any false stalert€nt will render my Application E ongdng assistance, if any,
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1) 8y affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/pufup/reproduce my name, address, photo & details of the 'purpose", for which suct assistance is request€d/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€forc or afrer my t.eatment or fulfilment of the 'purpose"

lor wh'ch assislance iS being requested.

2) I (Applicant) fu her agree that any such use of my name. address, photo & details of th€ 'purpos€', for which such assistance is requested,/granted,

will not automatically entitle me for receiving or continuing the said assistanc€. The decision for granting and/or cootinuing th6 assistancr rvill rest solely

wrth the Trustees of Koshika Foundation, and lhejr dEcision is this rcgard will bg final and actoptablo lo rne.
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By afiixing hereunder, signature ot our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospita,) hereby atfrrm I accept tollowing:
1) that we neither are presently nor will in lulure avail ollinancial assistance from another NGO or any othgr source, for the same patignvcase, as wg aro
requestrng to gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital r€sorves il's right to maks up th€ shortlall ,rom anothgr NGO or any othEr source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for tha same patienucase hom any gthe. NGO o. any olher sou.cs.
2) Thc assistance from Koshika Foundalion is only financial in nature. The choice of th€ fsatnenl,/procodure advised./conduc{€d by the Hospital oo the .

palient, is based on the anangernent betv{e€n the patient & the Hospital, and b in no way inf,usncad by Koshika Foundation. Heoce, th€ Hospital rvill

assume sole & complete responsibility ofthe treatment & it's outcom€ & sslety ol lhe patjsnt, and Koshika Foundation will have no role or responsibility
in the matler

6ct orfufd, [6rst d d( { clrd^},n Ei "stfrmr srs*fl?' t frfdc {rrrdr *g ffi{ al qd t, H rq (Tsnta) frq r+n t qr< q 6cn art tr
l) Tr fd rd Tdqn dne qFe i frftq snrm ffi rn smrt {sn qrffi q< dn t Bfi rHnrqd { di qr d rt t, tt fr rqi "Afimr Frs-trn"

t fimfurfinh r< d sqq il'qtFmr rnrr*vn" an r< tq ft tr fi'ciFr+r qrc*m' Ert qrc nnfd afir+rwa *g rar rff ftqr qin I nl qmn

firS q-{ lk Trcrt i{gl cr fES q-< F{lqr * { { iii ur fren nrfrr un tr rs lE il we wr cm I ft oeae Rrtc q(! s*r ttrqrqd *S FFS

lk T{-6rt {tqr r ffi lrq nqr t qfr dlrA,fir

:..*rlir*r srr*rn" i d q{ tuqm dca ftft< rqfr d r},ft w umno 5m {'r{ rilr lt t6i 'r{ irsrvlBcr tt y c td qi f,Rira

* qtq o Fqq t lit "stft6r $16-€r,11' ffirdR*r qi{ <{q r tr rqfd tmn il tfi * rorc {(qr qt qn cda1{It fqC{t rtt G amre

d rtfr iqt'61ft6r'd qii ltu*r qr tq+{a y( qrrd I d ri,ffr

23.09.2022

6r t{{rr
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

jll,i..{ E

AGREEMET{T by HOSPITAL (r$drff EK 6{R)


