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'l) I hereby cd|firm lhat all delails in his Form are True to the best of my knowledge. Any false slatement will render my Applicalioh & ongoing assistance. if any.
liable for rerectiorvcancellalion.

2) I solemnly coofirm that assistance, if received from Koshika Foundation, will be used only for lhe 'p{rpose', as statd in this Form. lor whidr such assistan@

was requcsted by me.

3) I hereby cflfirm lhat I have nol & will not in tuture, avail of reimbursement, in pad or in full, from any other source/employer/insurance cornpany, of the anount
for which this assistance as requested.
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AGREEMENT by APPLICANT ( BI{I 6IR)

AGREEMENT by HOSPITAL (6sdITI ET{I 6{R)

By aflixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance fiom Koshika Foundation, we

(Hospitar) hereby afi,Im & accept lollowing:

1)that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for th€ sam€ patienucase. as wG a.o

requesting to get lrom Koshika Foundation, to the exte t that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshika Foundation, in part or in full. then the Hospital reserves it's righl to make up the shortfall trom arother NGO or any other source- This

c;nfirmation essentiatly states that the Hospital will not avail any duplicate assistance for the sam€ patienucase from any other NGO or any olher source

2) The assistance fiom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, ls based on the arangement between the patient & the Hospital, and is in no way influenced by Koshika 
_Foundation. 

Henc€, th€ Hospil,alwill

issume sole E complete resp;nsibility of the treatment & its outcome & safety ot the patient, and Koshika Foundalion will havo no role ot responsibility

in the matter.
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SIGiIATURE of TRUSTEE 1
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1) By afiixing my signature or thumb impression on this Form. I (Applicant) hereby ag.es & authorise Koshika Foundation and its Trustees lo

use/publaslrpulup/reproduce my name, address, photo & details of the 'purpose', for which such assislance is requested/granted, through any

medium, induding bul not limiled to verbal, print. electronic. for soliciting donations for Koshika Foundation and,/or disseminating information aboul it's

activrties/achievemenls. Such use o[ my pholo I details can be made by Koshika Foundation belore or affer my treatment or fu[ilmenl of the 'purpose"

tor which assistance is being requeslcd

2) I (Apptrcant) fu(her agree thal any such use of my name, address, photo & d€tails of the 'purpose', fo. which such assistance iS requested/granted,

will not automatically enlitle me for receiving or continuing the said assistance. The decislon for granting and/or continuing tho assistanco will rest solely

wih the Trustees of Koshika Foundation, and their decision is this regard will b€ tlnaland acc8ptabl€ to me.
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