ANRNV - C- M=ol - oSAE

APPLICATION FORM FOR ASSISTANCE {Healthcare)
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DECLARATION by APPLICANT; SIET® 0 Wiy wF:

1} | hareby canfinm that 2l details n this Form are True lo the best of my knowledge. Any (aise siatement will render my Application & ongoing assistance, if any,
liztila for rejecticn/cancetiation,

2) | solpmnky canfinm that sssistance, If recaived from Koshike Foundstion, will be used anly for the “purpose”, as stated in this Form, for which such assistance
was requesisd by me.

3) | haraby confirm that | have nol & will not in future, avail of reimbursemnent, in part or in full, from any other sourcefempioyerinsurance company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (ami=s gm )

1} By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & suthorise Koshika Foundation and 's Trustoss to

usefpublishiput-upreproduce my nama, sddress, photo & details of the “purpesa’, for which such assistance (s requesied/granted, through any

masciuerm, Inchuding but nof limited fo verbal, print, electronl, for sollciting donations for Koshika Foundation and/or disseminating information sbout it's

pcihities/achlevemants. Such uss of my photo & detalls can be made by Koshika Foundation befors o after my treatmeant or fullimeant of the *purpoass”
for which sssistance is baing requesied.

2] | (Applicant) further agrae that any such uss of my name, address, photo & datails of the “purpuse”, for which such assistance s requestedigranted,
will pot sutomatically antitle me for recaiving of conlinuing the said assistance. The decision for granting andior conlinuing the assistance will rest solely
with the Trustess of Koshika Feundation, and thair decision is this regard will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (wrms Em =)
By affixing haraunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hospital) hemby sffimm & acoepl following:
1y that wa nedher are prasently not wil in fulure @vall of financial assistance from ancther NGO or any other source, for the gama pallent/case, as we are
requesting to gat from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In part or In full, then the Hosplial reserves i's right lo make up the shortfall from anothes NGO or any other source, This
confirmation assantially siates that the Hospital will not ovell sny duplicate assisiance for the samae patisnt/oase from any other NGO or any othar source.
2) The assistance from Koshiks Foundation s only financial in nature. The choioe of the reatment/procedure advisediconducted by the Hospital on the
patlend, is based on the amsngement betwaan the patlant & tha Hospital, and s in no way influsnced by Koshika Foundation. Hence, the Hospital will

assuma sola & complele responeiblity of the ireatmant & i('s oulcome & safely of ihe palient, and Koshika Foundalion will have no role or responsibility
in tha mgliar.
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