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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: Wiy g7 W w;

1) | heseby confiom that all detadls in this Form are True to the best of my knowledge. Any fakse statement will render my Application & ongoing assistance, if any,
ligbils for rejectionicancaliation.

2) | salsmndy confirm that assistance, If received from Koshiks Foundation, will be used enly for the “purpose”, as stated kn this Form, for which such essistance
waa requesied by me

3) | hereby confirm that | have nol & will nat in future, avall of reimbursamant, in oart or i0 ull, fromany ather sourcelamployerinsurance company, of the amount
for which this sssistance is requested.
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AGREEMENT by APPLICANT | wmem g #1)

1} By aMfizing my signature or thumb impression on this Form, | (Applicant) heraby agree & suthorise Koshlka Foundation and it's Trustees lo

useipublsh/pul-upireprodice my name, sddress, pholo & detalls of the “purpoese”, for which such assislance is requested/granted, through any

medium, incleding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissaminating Information about it's

aciivities/achievements, Such use of my phola & detnils can be made by Koshika Foundation before or after my treatment or fulfilment of the “purposa”
for which assisiancea is baing requesied.

21| iAppilcant) hurther agrea that any such use of my name, address, photo & details of 1he "purpose”, for which such assistance ls requested/granted,
will not automatically enlitle me lor recalving or continuing the sald assistance. The declsion for granting andfor continuing the assistancs will rest solefy
with tha Trustass of Koshika Foundation, and their dacision is this regard will be final and acceplable 1o me.
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AGREEMENT by HOSPITAL (¥ gm U0

By affixing hereunder, signature of our Authorised Signatory for recommending this casa/patiant for finencial assistance from Koshika Foundation, we
{Hospitzl] hareby afirm & accapt following:

1} that we neither are presently nor will in future svail of financisl essistance from enother NGO or any other sourge, for the same patienl/case, as we Bre
requesiing 1o get from Koshika Foundation, 1o the extent that such aesistance is granted by Koshika Foundation. If the raquesied assistance is nol granted
by Koshika Foundation, in part or In full, then tha Hospital reserves its right to make up the shortfall from ancther NGO or any other source, This
confirmation sssentially sistes thel the Hospital will not avall any duplicate assistance for the same patient/cesa from any other NGO or any othar source.
2} The assistance from Koshika Feundation s oniy financial in nature. The choice of the treatmen/procedure advised/conducted by the Hospltal on tha
patient, Is bassd on the arrangsment betwean the patienl & the Hospital, and |3 in no way Influenced by Koshika Foundstion. Henca, the Hoapitad will

azzyme sobe & complete responaibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in tha matisr.
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