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ARE YOU AN INCOME T.AX ASSESSEE (Tick whichever is applicable):
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"PURPOSE" for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVA!LEo for SAME "PURPOSE" from OTHER SOURCES
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DECLARAnON by APPLICANT: Eni<{. !m $qon cx:
1 ) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false sbtement will ender my Appllcation & ongolng assistance, lf any,

liable for rejection/cancellation.
2) I solemnly confirm trat assistance, if received from Koshika Foundation, will be used only for he 'purpose', as Etated in this Form, for which such assistance
was requested by me.
3) I hereby mnfirm lhat I have not & will not in future, avall of relmbursement, in part or ln full, tom any other source/employerfinsurance company; of he amounl
forwhici this assistance is requested.
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AGREEMENT by APPLICANT 1ud6 5ru 6.m)

'l) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshike Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details ofthe 'purTose', for which such assistance ls requdsted/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment ff fulfilment of the 'purpose"

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

will not aulomatically entitle me for receiving or continuing the said assistance, Thb decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation,'and their declsion is this regard will be final and acc€ptable to me,
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AGREEMENT by HOSPITAL (f,silrd EM ilR)
By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial esslstance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1 ) that we neither are presenUy nor will in future avail of financial asslstance from another NGO or any other rourca, for he same patienUcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, lfthe requested asslstance is not granted
by Koshika Foundatlon, in part or in full, lhen the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
conflrmation essentlally states that the Hospital wlll not avall any dupllcate asslslance for the same paUenUcase from any, other NGO or any other source.
2) The assistance from Koshika Foundation is only linancial in nature. The choice of tte treatmenUprocedure advised/conducted by the Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influen'ced by Koshika Foundatlon. Hence, tho Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of'tho patient, and Koshika Foundation u/ill have no role or responslblllty
in the matter,
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