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1 ) I hereby cmfirm thal Ell details in lhis Form are True to lhe best of my knowledge. Any false statem€nt will reoder my Apglicatbn & oigoing assistance' if any'

liable tor rejectjory'carrclllatiofl .
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AGREEMENT bY APPLICANT ( EflI 6IR)

1) By affixing my signalure or thumb impression on this Form' I

use/publish/put-upreproduce my name, address, photo & detai

medium, including but nol limited to verbal, prinl, elect.onic, for

activilies/achievements Suqh use of my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of lhe 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundalion before or after my treatment or fulfilment ol the 'purpose'

lor whrch assistance is being requested.

2) I (Applicant) furlher agee that any such use of my name, address, photo & details ol the'purpose", for which such assistance is requesled/granted,

will noi automatica y enii0e me for receiving or continuing the said assistanca. The decision for granting and/or clntinulng lhe assistanca will rest solely

with the Trustees of Koshika Foundation. 8nd thgir decision is lhis rEgsrd will be final and 8cc€ptablo to ne.
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By aflxing hereunder, srgmture ol ourAuthorised Signatory for reclmmending this case/patient lor financial assistance from Koshika Foundation, we

(Hospitarthereby atlirm & Eccept following:

1) thal we neilher are presently nor will in futur€ avail of financial assistance lrom another NGO or any othsr source, lor the same pationucase, as w6 ar€

requesting to get lrom Koshika Forrndation, to the extent that such assisiance is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshik; Foundation. in pan or in full, ihen lhe Hospital reserves it's right to mak6 !p th€ shorttall from anoth€r NGO or any otier source. This
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confirmation essentially states that the Hospital ,.r/ill nol avail any duplicate assistance for ths same patient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of th€ treatment/procedure advised/conducted by lhe Hospital or the

patienl, is based on the anangement between the patient & lhe Hospital, and is in no way inlluenced by Koshika Foundstion, Henc€, the Hospitalwill

assume sole & complele responsibility of the treatment & it's outcome & satety ot the patient, and Koshika Foundation will have no rolg or responsibility

in the matter.
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