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2) I solemnly confirm that assistarrce, if received from Koshika Foundation, will be used only for the 'purpos€'. as stated in this Form. ior which such assistrance

was requesGd by me.

3) I her;by conf;n that I have not & will not in future, availof reimbursement, in part or in full, f.otn any other sourc€/employer/insurance company. oflhe

fo. which this assistance is requested.
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish./pul-up/reproduce my name, address, photo & delails of the 'purpose', for which such assistarce is requested/granted, th.ough any

medium. including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's

activities/achievements. Srrch use of my photo & details can be made by Koshika Foundation before or after my treatmenl o. fulfilment of the 'purpose'

lor whlch assistance rs being requcsted.

2) I (Apphcant) furlher agree that any such use of my name. address, photo & details of lhe 'purpose', for which such assistance is requested./granted,

wil not automaticatly entitle me for receiving or continuing lhe said assistance. The decision for granting and/or @ntinuing ths assistance will rest solely

with the Trustees of Koshika Foundation, and their dscision is lhis regard will be linaland acc€ptablB to me.
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By allixing hereunder, signature of our Authonscd Signalory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing:

1) thal we neither are presently nor will in future avail of flnancial assistanco lrom Snother NGO or any other source, for the samo patient/case. as we ar€

requesting to gel from Koshaka Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the rcquested assistance isnot granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right lo maka up the shortfall from anoth8r NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any olher NGO or any other source

2) The assislance from Koshika Foundation is only financial in nature. Th€ choice of the treatmenuprocedure advised/conducled by the Hospital on the

patrent, is basd on the arangemenl between the patient & the Hospital, and is in no way influencod by Koshika Foundation. Hence, tho Hospitalwill

assume sole & complete responsibitity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or r€sponsibility

in the matter.

23.09.2022

-_- 
AGREEMENT bY APPLICANT (qT*(fi A( EIR)

Date ol Surgery

iril.Yn 6i irfrc

tAY\l'>

SIGNATURE ofTRUSTEE 2

ard ERiq{ u

4--F


