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1 ) I hereby c!.lnrm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if any.

liable lor rejectiorrcancellation.

2) I sotemnly confirm that assistance, if received from Koshika Foundaton, willbe used only fo. the 'purpose', as statd in this Form, for which such assistarce

was requested by mc

3) I her;by confirm that I have not E yirillnot in future, availol reimbuGement, in part or in full, from any othet source/employer/insurance company, ol the amount

for wh|ch this assistance is requested.
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AGREEMENT by HOSPITAL (TFdTH Em 6(I{):
By aflixing hercunder signature oi our Ailthoriscd Signatory for recommending lhis case/patient for financial assistance fiom Koshika Foundation, we

(Hospita I hereby afl,rm & accept lollowing:

i;tnit we neittrer are presentty nor will iniuture avail of financial assislanc€ lrom another NGO or any other source, for tho same patient/case, as we are

requestrng to gel ,rom Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe tequested assistance is not granted

by Koshjk-a Fo-undalion, in part ol in lull. then the Hospital reserves it's right to make up the shortfallfrom anothor NGO or any othor sourc6. This

c6nfiimation essentially sdtes thst the Hospital will n;t avail any duplicaae assistance for the same pgtient/case frcm any othor NGO o. any other source.

ijtf,e assistance trom Koshika Foundatio; is only llnanciai in ;alure. The choic€ of the treatmenuprocedure advised/clnducted by the Hospitalon lhe

;;tient, js based on the arGngement between thipatient & the Hospital, and is in no rvay influenced by.Koshika Foundalion Hence, the Hospital will

!i"r.l i"l" C""rpf"i; resp;nsibitity of the treatment & it's outcome & safety of the pati6nt, and Koshika Foundation will have no role or responsibility

in the matter.
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'l) By aflixing my signalure or thumb impression on this Form. I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce my name, address, photo & details ot the 'purpose', for which such assistance is rgquested/granted. lhrough any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or tullllment of the 'purpose"

lor wh ch assistancc is being requosted.

2) I (Apptrcant) further agree thal any such use of my name, address, photo & details ol the "purpose'. for which such assistance is requested/granted,

wi not automaticalty enlitle me for receiving or continuing the said assistance. The decision fo. granting and/or continuing lhe assistance will rest solely

vvrlh the Truste€s of Koshika Foundation, and lheir dscision ls this regard will b€ nnal and acceptablo to ms.
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