MpM-(-9%-0| -2

APPLICATION FORM FOR ASSISTANCE (Healthcare) :
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11| hersby canfirm that & details in this Form are True 1o ihe bast of my knowledge. Any false siatement will render my Applicatian & ongalng assistance, Ifan}g‘

lfabe for rejectionfcanceliaton. ) By
2 | solemnly confim that essistance, if recalved from Kashika Foundation, will be used only for the *purpose”, s stated in this Farm, for which such sssistance
was requastad by ma.
33 1 hesrahy confirm that | kave not & will nobin futurs, avall of reimbursamant, In pert or in full, from any olher solUrca/amployverinsuranca company. of the amount
for which this sssistance i eguested,
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AGREEMENT by APPLICANT (s o =)

1) By affixing my signature or thumb impression an this Eoem, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustees o
usefpublishiput-up/reproduce my name, address, photo & detmils of the “purposs”, for which such sesislance is requested/granted, through any
madium, inghuding but not limited 1o verbal, print, electrondg, for soliciting donations for Koshika Foundation andlor disseminating Information about it's
actlvitleslachigvements, Such use of my photo & details can be made by Koshlka Foundation before or after my reatment or fulfilment of the “purpose”
far which assistancs is baing requested. )

21 | {Applicant] further egres thal any such use of my name, address, pheto & details of the *purpase”, far which such assistance is requestedigranied,
will not automatically entitie ma for recelving or continuing the said assistance. The deciaion for granting and/or continuing ihe assistance will rest solaly
with the Truslaes of Koshika Eoundation, and Iheir desision is this regard will be final and acceptable to me.
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g AGREEMENT by HOSPITAL (¥&we G W)

By affixing hersunder, signature of our Authorised Signatary for recommending this cass/patient for financial assistance from Koshika Foundation, we
(Haspltaly hereby affirm & accepl following:

1) that we neither are presently nor will In future avall of financlsl asslstance from another NGO or any other source, for the same pationtiease, as we are
renuesting to gel from Koshika Foundation, o the axtant that such assisianca is granled by Keshika Foundation, I the requesied assistance i nol granted
by Koshika Foundation, in part or in full, then the Hospltzl reserves I's right lo make up the shartfall from anaothar NGO or gny athar source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the sama patienlcase from any oiher NGO or any olher source,
2) The assistance from Koshiks Foundation is only financial in nelure. The chalea of the treaimant/procedure advised/conducted by the Hospital on the
patlent, s based on the arrangement between the patlent & tha Hospltal, and I8 In no way Influenced by Keshika Foundation, Hence, ihe Hospiltal will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patlent, and Keshika Feundation will have no role of responsibility
Im tha matter.
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