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1 ) I h€reby confirm hal all details in lhis Form are True to lhe best of my kno,vl€dgE. Any hlse statemeot will render my Application & ongdng a$rislanoe, if any,
liabls for r8i€ciiory'cancsllalbn.

2) I sol€rnnly confi.m thst assistancs, it receiv€d trom Koshiks Foundation, will bg used only for thg 'purpoqe', as sEted in this FoIm, br whl$ sudr a38hlance
was requasted by m€.
3) I hqeby confirn hat I hav6 not & will not in tuture, avail of raimbursoment, in part or in tull, from any other source/emplcyer/insurancs compsny, ol t€ ar|oJnt
br which this assistancs is r€qu€sted.
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DECLARATIOT'I by APPLICANI: rirkr tr[ dErrfl !H:

AGREEITIENT by APPLICANT ( qrk6 Eru 6m)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAL (Tg E ERI 6m)

By affring hereunder, signature of ourAuthorised Signatory for rscommending this case/patient tor financialassistance trom Koshika Foundation, wg
(Hospital) horeby afilrm E accept following:
1) that we neither ar€ prgsently nor will in future avail of financial assistance f.om another NGO or any other sourc€, tor tho sam€ pationucsse, a3 ws arc
requesting to get from Koshika Foundalion, to the extent that such assistanc€ is grantEd by Koshika Foundation. lfthe roquested essistenc€ i8 nol granted
by Koshika Foundation. in part or in full, then the Hospital reserves lt's rlght lo maks up the shortfall from anoher NGO ot any olher source. Thls
conflrmatlon ossontially statos that the Hospital will not avail any duplicst8 asslstanca tor th€ gama pallsnucas€ from any othsr NGO or eny olhor 8ourc6.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol ihE treatmenuprocedurc advised,fconducled by the HoSpital on the
pati€nl, i8 based on ihs ananggmsnt b€tw66n the patient & the Hospital, and Is ln no way influencsd by Koshika Foundation. Hsnco, ths Ho8pital wlll
assume sole & complele rssponEibility ot the treatrnent & its outcpme & safBty o, th€ patient, and Koshiks Foundation willh8vo no role or ro8ponsibllity
in the maner.
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1) By afilxing my signature or thumb impression on this Form. I (Applicant) hereby agree & authoriso Koshika Foundation and it's Trusteos to

use/publish/purupkeproduca my name, address, photo & details of thg 'purpose', for which such assistance is requested/granted, through eny

medium, including but not limited to verbal, print, electronic, for solicitlng donations for Koshika Foundation and/or dlssemlnatlng lnfotmatlofl sbout lt'6

activitiss/achievements. Such uso ol my photo & details can be made by Koshlka Foundation berore or after my treattnent or tulfilm€nt ot lhe 'purpose'
Ior which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & delails ot the 'purpose', tor whlch such assistanc€ is request6d/grantsd,
will not automatically entiUe me for receiving or conlinuing the said assistance. The decislon for granting and/or mntinuing the assislanc€ will rest 8olely
with lhe Trustees of Koshlka Foundation, and tieir decision is lhis regard will b€ final and acc€ptabl€ to me.
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