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1) I hereby mo,irm that all details in lhis Form are True to the besl oI my knowledge. Any talse statement witt render myApptication & ongoing assislance, if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistaoce, if.eceived from Koshika Foundation, willbe used only for the "purpose', as stated in this Fonn, for which such assistance
was requested by me.

3) I hereby confirm thal I have not & will not in future, avail of reimbursemenl, in part or in full, from any olher source/employer/insurance company, of the amout
forwhich this assistance is requested.

| ) { dcql 6(ir d li yfl vrcq i RE ri TS ft-q{q tt vrr+r0 d e1qn ve G qd tr q& Eii ftqIoI qs anr n* 
"* 

r* * ii tt sErc f{R El sr {6-& tr
2)RBraslsErdr{ft"+iftr*tsrf,€rn',tdvlrrfrt,ssiflsc+qr{Ekqd$+Hf6clvri'n,cl5<rr6q{crtTqt
l){5tu6.dItfdfEqvar<rtgrtnt+d(t,csrf{r6rqiimqrvrefr'wffiqqui7ffiq56nq1qq4{rdfeatdnldqEqrlfut

AGREEMENT by APPLICANT ( ERT flR)

APPLICANT'S SIGNATURE OR LEFT THUIVB IMPRESSION

AGREEi,ENT by HOSPIIAL (6gdrg Em 6,{R)
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1) By atfixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it s Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the "purpose", lor which such assistance is requested/granted, through any
medium, including but nol limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
aclivities/achievemenls Such use of my photo & details can be made by Koshika Foundation before or after my kealment or fllfilment of the "purpose"

Ior wh ch assistance is being requested.

2) I (Applrcant) fu(her agree that any such use of my name, address, photo & details oI the "purpose', for which such assistance is requested/granted,
will not automatically entille me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
w(h the Trustees ol Koshika Foundation, and their decision is lhis regard will be final and acceptabtE to me.
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By atlixing hereunder, signalure of our Aulhorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundalion, we
(HospilalJ hereby affrrm & accept tollowing:
1) that we nelther are presenlly nor will in luture avail of financial assistance from another NGO or any other source, for the sam6 patienucase, as we are
requesting to get hom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
conf rmation essentrally states that the Hospital will not avail any duplicate assistance for lhe same patienucase frcm any other NGO or any other source.
2) The assistance lrom Koshika Foundaiion is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrang€menl between the patient & the Hospatal, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no .ole or responsibility
in the matter
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