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APPLICATION FORM FOR ASSISTANCE (Healthcara)
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DECLARATION by APPLICANT: 3% SRT I Tx;

1) | hesresy confirm (hal ail detads in this Formane True o the best of my knowiecge, Any fatse statoment will render my Application & ongoing assistance, if any,
limble for rejectienicancelialaon

2} | solemmly confirm that assistance, if received from Koshika Foundaton, will be used only for the “purpese”, as stated in this Form, for which such assistance

was reguesied by me,

3) | hesrmbyy condirm that | neve not & will not in future, avail of resmburssment, in part or in full, from &ny other source/employsrinsurance company, of the amount
for which this assislance i requested.
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AGREEMENT by APPLICANT (swiew gi0 %)

1) By effiing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and il's Trustoes to
usaipublishiput-upineproduce my name, sddress, phato & details of the “purpose”, for which such assistance is requestedigranted, through any
medium, incieding but not imited to werbal, print, slectronic, for soliciting donations for Koshike Foundation andfor disseminating information about Ii's

aclivities/achievenents. Such use of my photo & delalls can be mads by Koshika Foundation before or after my treatment or fuffilment of the “purpose™
fer which assiztance is baing requesisd.

2) | iApplicant) furthor agres that any such use of my name, address, photo & dotadls of the “purpose”, for which such asswlance @ requested/granted,

will not automatically entitie me for recelving or continuing the sald assistance. The declsion for granting andior continuing the assistance will rest solely
with the Trustess of Koshika Foundstion, and thair dacision is this regsrd will be final and scceptable to me.
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AGREEMENT by HOSPITAL [wwam ﬂ

By affiing hereunder, signaiure of our Authorised Signatory for recommending ihis case/paliant for financial seststance from Koshiks Foundation, wa
(Hospitai) hereby affirm & accepl following:

1) thel we raither are presantly nor will in fiture svall of fingncia! #saistance from another NGO or any other source, for the same patientcase, as we am
requesting Lo el from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundation. |f the requested assisiance is nol granted
by Koshika Foundation, in part or in full, then ihe Hosplial resarves s rdght to make up the shortfall from another NGO or any other source. This
confirmatan essantialily states thal the Hospltal will not avall any duplicats assistance for the sama patlant/cass Irom any other NGO or any other source,
2) The assistance from Koshika Foundation is only financlal in nature, The chelce of the treatment/procedune edvisediconducted by the Hospial on the
patiani, ls basad on the arrangement between the patiant & the Haospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will

assums sole & complate responsibliity of the treatment & i's oulcome & safety of the patient, and Koshika Foundation will heve no role or responsibility
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