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1 ) I hereby confirm that all dehils in lhis Form are True to the besl of my knoMedge. Any false stalerl,enl will .ende. my Applicalion & ongoing assistance. if any,

liabb for rejection/cancellation.

2) I solemnty corfirm that assistance, il rec€ived from Koshika Foundatioh, willbe used only for the'purpo6e'. as stated in this Form, for which such assistance

was requested by me.

3)l hereby coolirm that I have not & will not in futurc, avail of .eimbursement, in part or in full, from any other source/employer/insuEnce @mpany, of the a,no(lnl

for which this assstance is requ6ted.
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AGREEMENT by APPLICANT ( Er( 6{R)

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

use/publish/put-up/reproduce my name, address. photo & details of lhe 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for solicitng 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 betorc or afrer my treatment or fulfilment of the 'purpose"

lor whrch assislaoce is being requesled

2) I (Applicant) turlher agree lhat any such use ol my name, address. photo & details of the "purpose', for which such assistanc€ is requested/granted,

wrll nol automaticatly entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest soleiy

with the Truslges of Koshika Foundation. and their dscision is this regard will b€ linal and acceptablE to ms.
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AGREEMENT by HOSPITAL (TFtTg E(I 6M)

By afti)(ing hereunder. signature of ourAlthorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) he.eby afllrm & accept followang:

i) that we neithe. are presently nor will in future avail of flnancial assistancs from another NGO or any other source, for the samE patienucase, as lvo arc

requesting to get lrom Koshika Foundatjon. to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistiarce is not granted

by koshik; Foundation, in part or in full. then the Hospital res€ryes it's right to make up the shodfall hom another NGO ot any oth€r source- This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucass from any other NGO or 8ny olher source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/c.nducted by th€ Hospital on the

p;tient, is based on the arangement between ths patient & the Hospital, and is in no way influenced by Koshika foundation. Hence, the Hospitalwill

assume sole & complete responsibility of the treatment & its outcome & satety ol the patl€nt. and Koshiks Foundation will have no rol€ ot responsibility

in the matter.
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