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1) I lE{eby confirm hat all delails in lhis Form are True to the best of my knowledge. Any false slatement wi ronder my Apptica on & ongoing asslstanca, it ahy,
liable fo r rcjection/cancsllation.

2) I SOI€mnly Conlim lhat sssistanci, if .eceived from Koshika Foundation, ,fill b€ used only for thB 'purpose', as stated in lhis Form. tor which EUdt aogistanca
was roqusst€d by me.
3) I hercby codirm that I hav6 nol E will not in future, avail of reimbursem€nt, in part or in full, from any oth€r sourceJomdoyer/insurence company, of th€ anrount
for which this assistanca is raquested.
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AGREEiTENT by APPLICANT (.qri(6 !m 6{rr)

1) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trusteos to
us€/publish/put-up/reproduce my nam€, address. photo & details of the 'purpose'. for which such assistance is requssted/granted, through any
medium, including but not limited lo verbal, print, olectronic. lor soliciting donatlons ror Koshika Foundalion and/or disseminating information about its
activitlos/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment ofthe'purpose'
for which assistanc€ is being requested-
2) I (Applicant) turther agree that any such uso ol my name, addre6s, pholo & details ofthe'purpos€", lor which such assislance is requestsd/granted,
will not automatically entitle me for receivlng or @ntinuing the said assistance. Tho doclsion for granting and/or continuing the asslstiance will rest solely
with th€ Trustoes of Koshika Foundation, and their docisaon is this regard will b€ final and accoptabls to me.
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AGREE EI{T by HOSPITAL (EFnm 6m;Tm)

By affrxing hereunder, signalurs of our Authorisod Signatory tor recommending this case/palient to. financial assistance from Koshika Foundation, we
(Hospital) hereby afllrm & accopl tollowing:
'l)that ws nelther are presently nor will in future avail ot linancial assislanc€ frorn another NGO or any olher sou.ca, for the ssme pstienucase, as we arc
requesting to get from Koshika Foundation, to the gxlent that such assislance is grantod by Koshika Foundation. lf the requested assistanca is not granted
by Koshika Foundatlon. in part or in full, then the Hospital reserves its .ight lo make up th6 shortfall from another NGO or any othsr sourc€. This
confirmation ossentially statos that tho Hospital will not avail any duplicato assislanco for tho sam€ patlont/case from any other NGO or any othsr sourca.
2) The assistance lrom Koshaka Foundalion is only financial in nature. The choicr of the treatmenuprocedure advised/conducted by lh€ Hospitral on the
pationt, is based on th€ arangement b€tweGn tho patient & the Hospital. and is in no way inlluenced by Koshika Foundation. Hsnce, th8 Hospilal will
assumg solg & complet€ r€sponsibality of tha trBatment I it's oulcome & salety ofth6 pationt, End Koshika Foundstion will have no rolo or responsibility
in the matter.
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