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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: I5% ST S 7

1) | herebyy ponfiern (et &l cetnils in this Form are Troe to tha best of my knowladge, Any fatse statement will render my Application & ongoing assistance, if any,
1Iuhh'|'nrrqacl}mﬂun{:dlam

2] | sobamndy confirm that assistonce, if received from Koshika Foundation, will be used only for th “purpcae”, &3 sinted in this Form, for which such assistance
was requesied by me,

3} | hersty confirm fiat | heve nol & will nat in future, avall of reimburssmant, 0 past orn full, from any other sourca'employerinsurance company, of ihe emount;
for which this assistance & requested
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AGREEMENT by APPLICANT (ses g %11)

1) By affixing my signature gr thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and I's Trusiees 1o

usefpubish/pul-up/raproduce my name, address, phato & datails of the *purpase”, for which such assistance is requestedigrantsd, through any

medium, inctuding but nat limited 1o verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's

activitles/achievements, Such usn of my phale & details can be made by Koghika Foundation bafore or after my treatment or fulfiiment of the “pumpose”
for which assistance is being reqguesiad.

2) 1 (Appilcant) further agree that any such use of my name, address, photo & dofalls of the *purpose”, for which such asaistance is requested/granted,
will not automatically entile me for recalving or confinuing the said assistance, The decision for granting andfor continuing the assistance will rest solely
with Ihe Trustess of Koshika Foundatkon, and thelr dacision is this regard will be final and socepiable o me.
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AGREEMENT by HOSPITAL (wewmss g0 %01)
By affixing hereunder, signature of our Authorised Signalory for recommending this case/palient for financial assistance from Koshika Foundation, we
{Hospial) hereby s®irm & accapl fellowing:
1) that we neither are presantly nor will in future avail of financied assistance from anpther NGO or sny ather source, for the same patlant’case, as we s
reqLesting 1o gat lrom Koshika Foundation, to the sxtont that such assistance |s granted by Koshika Foundation, If the requesied assistance ks not grantad
by Koshiks Fowndation, in part or in full, then the Hospital reserves it's right to make up the shortfall from enother NGO or any other sourca. This
confirmation egsentially siales thal tha Hospital will not svall any duplicate assistance for the sama patient/cass from any other NGO or any other sourcs.
2} The assistance from Koshika Foundation is only financlal in nature. The cholee of the reatment/procedure edvised/conducted by the Hespital on the
pationt, is based on the arrangement batwaan the patient & the Hospltal, and |s in na way Influsnced by Koshlks Foundation. Hanca, the Hospital wil
assume sole & complete responsibliity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

im the matter
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