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I hereby confirm thatalldetails in ihis Form are True to the best ol my knowledge. Any false statementwill render myApplication & ongoing assistance, ifany,

liable for rejection/cancellalion.
2) I solemnly iontirm that assistance, if received from Koshika Foundation, willbe used only for the'purpose", as stated in this Form, for which such asslstance

was requested by me.
Siifrerity connim tfra I have not & will not in future, availof reimbursement, in pad or in full, from any other source/employer/insu.ance company, ofthe amount

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

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, Ihrough any

metium, inciuding bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information aboul it's

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

for which assistance is being requested,
2) I (Applicant) further agree that any such use of my name, address, photo & details ollhe "purpose', for which such assistance is requested/granted,

wilt noi automaticatty entifle me for riceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will be final and acceptable lo me.
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AGREEMENT by HOSPITAL (EtTffa Em qlr{)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby amrm & accept tollowing:
i) itrit ,rl n"m,i 

"r" 
presen{y nor wilt in-future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are 

.

,,iqr"iting to g"t fro. foshik; Foundation;to the extent that such assistance is granted by Koshika Foundation. lflle requested assistance is not granted
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sL'teJGat tte iospitat wifl nor avait any duplicaie assistance for the same patienucase from.any other NGo or any other source.

2) The assistance fmm Koshika FoundatioriiJon[ financial in natuie. The choice ofthe treatmenuproceduro advised/conducted by the Hospitalon the
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b"t !"" thJpatient & the Hospital, and is in no way influendd bJ Koshika Foundalion. Hence, the Hospitalwill

lisu.i iofe a compfete resp-onstUitity ofthe treatment & ifs outcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity

in th6 matler
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