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11 I hereby confirm thal all delails in this Form are True to the best of my knowledge. Any false statement wrll render myApplication & uxeorng assrstance. if any,
lraDle [o' rejection/cancellatror

ras reqrested try le
3) I hereby confirnr that i have not & vrill not rn future, avail of reimbursement. in part or in full, from anv other souroe/employer/insuranoe company. of the amount
for which this assistance s requested

t)islc.Tr 6.flt8'trsvrcqcR4,r-q(Sfffi{qttqn6rt*eqvnq-flqqFdtr qRot{f{d{rrqss'fi3rsflrnqrqrdrtdtfiuoq-ntfiR6iqq-6-fr*r

2) t1 En sr q6rqdr {fu'oTRTil lrrc-€fl-r", t ei sr {d i, sr-fl vqft s€i B<l-c 6i $ q, ffi i6qr srfir, q ys cr6q d tfir rql tr

l){51.esrd{f6firqE-6tl.ilrg.ranrfir6i,rit,Tq{rftr6lqfrrsql v+-ekwrffiorq*nnqfq-6,rfrqti6qdtrdfiTqlto{hldqiqqqui.',rr

DECLARATION by APPLICANT: 3{l+{d 6Rr qtq.rlr qd:
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11By aftrxing my signature or thumb impressron on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-uplreproducemyname address,photo&detailsofthe"purpose',forwhichsuchassistanceisrequested/granted,throughany

medium, including butnot limrted to verbal, print, electronic for soliciting donations for Koshika Foundation and/or disseminating tnformation about it's

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

for which assistanoe is being requested.

2) i (Applicant) iurther agree that any such use of nry nante. address. photo & details of the "purpose', for which such assistance is requestedigranted,

wrll not automatrcally entitle me for recerving or continurng the said assistance The decision for granting and/or contrnuing the assistance will rest solely

with the Truslees oi Koshika Foundation and therr decisron is lhrs regard will be [inal and acceptable to n]e.
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AGREEMENT by HOSPITAL (TWITO 6Rr 6-{R1

By affixing hereunder, signatur(} of our Authorised Signatory for tecornrnending thrs case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirnr & accept followingr

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requestrng to get from Koshika Foundaiion, to the extenl thal such assisiance rs granted by Koshika Foundation li the requested assistance is not granted
by Koshrka Foundalron, rn part or in {ull, then the Hospital reserves il's nghl to n}ake up tne short[all from another NGO or any other souroe. Thls
confirmation essentially slaies ihal the Hospital will not avail anv duplicate assislance for the same patient/case from any other NGO or any other source.
2) The assistance fronl Koshika Fciundatron is or:ly finarrctai in nature The ch,rice ol the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangenrent between the patrenl & the ilospilal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & conrplete responsibility of the treatment & it's outcome & safsly of the palient. and Koshika Foundataon will have no role or responsibility
rn lhe matter
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