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1 ) I hereby cofifim ihat all details in lhis Form are True to lhe best of my knowledge. Any lalse statement will render my Applicaton & ongoing assistance. i, any,
liable for rejgction/cancellalion.

2) I solemnly confim that assistance, if received trom Koshika Foundation, will be used only for the 'purpose'. as stated in this Form. fot whici such assistance

was requested by me

3) I hereby coonnn that I have not & will not in future. avail of reimbursement, in part or in full. from any other source/employer/insurance @mpany. of the amounl

for which this assistance is requ€sted.
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AGREEMENT by HOSPITAL (6FITE IM qM)

By affaxing hereunder, signature of our Aulhorised Signatory for .ecommending lhis case/patient for financial assistance from Koshika Foundation. we

(Hospilal) hereby affrrm & accept following:
'l) that we neither are presently nor will in futur€ availol financial assistanc€ trom another NGO or any other sourcE,Ior the same patienucase. as we are

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lllhe requested assistance is not granted

by Koshika Foundation, in part or in full, thon the Hospital rsserves it's right to make up th€ shortfall from anolher NGO or any other source. Thls

confirmation essentially states that the Hospital will nol avail any duplicate assistance for the same patient/case trom any other NGO or any olh€r sourc€.

2) The assastance from Koshika Foundation is only tinancaal in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

p;tient. is based on the arrangement between the patient & the Hospital, and is in no way influenc€d by Koshika Foundation. H€nc€, the Hospital will

assume sole & complete resp;nsibility ol the treatment & it s outcome & safety of the patient, and Koshika Foundation will havo no role o, responsibility

in the matter.
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1) By aflixing my signature or thumb ampression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il s Trustees to

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

medium, inciuding bul not limiled to verbal. prinl, electronic. for soliciting donations for Koshika Foundation and/ot disseminating information about it'6

activities/actievemenls. Such use of my photo & details can be made by Koshika Foundation before or afler my heatment or tulfilment of the 'purpose'

for whrch assistance is being requested.

2) I (Apphcant) fu rther agree lhat any such use of my name. address. photo & details o, the 'purpose', tor rvhich such assistance is requesled/g.anted,

wilt not automalically entille me for receiving or conlinuing the said assistance. The decision for granting and/o. continuing the assistance wiil rest solely

wM the Trusle€s of Koshika Foundation, and thei. decision is lhis rogard will be final and acceptable to m9.
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