-— VAN -c- M-0F — of 34

APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION bry APFLICANT: Ws To0 Ses W:

1) | heteby condirm (hat all detalls in S Form are True 1o he best of my knowiedge. Any false ststement will render my Application & ongoing assistance. i
katile for rojectionicancelistion.

2] | solemnly confirm that assistance. # recefved fmm Koshika Foundation, will be wssd only for e "purpose”, as siated in this Form, for which such sssistance
was requesied by me.

3) 1 neseby confirm at | have not & will nad in feture, evail of reimbursement. in par orin fll, from any other sourcelemployerfimsurance company, of the amognt |
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1) By alfixing my sigralure of thumb impression on s Form, | (Applicant) hereby agree & authorise Koshika Foundafion and It's Trustees o
use/publish/put-upireproduce my name, sddress. photo § delals of the “purposa’ for which such sssistance is requestedigranted, through any
medium, including bt not fimited 1o werbal. prnt. electronic. for soliciing donations for Koshike Foundation and/or disseminating information about it's
sctivities/schieverments. Such use of my pholo & detalis can be made by Noshika Foundation before o aher my tremtment or fulliment of the “purpose”
for which agsintancs i being requesingd.

2] | [Apphcant) turther agreo that any such uee of my name, address, pholo & datally of the “purpose”, for which such essistance s requestedigeanted,
will 5ot sutomaticalty entitle me for recaiving of continulng the sald ssslstance. Th decision for granting and/or continuing the sasistance will rest solely
with the Trustees of Koshika Fourdation. and their decluion |s this regard will be finai and accepiable o me.
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AGREEMENT by HOSPITAL (yoyoe go m)
By aflixing hereunder, signaiure of our Authorsed Signatory for recommending this case/patient for financial assisiance from Koeshika Foundation, we
{Hospital} heraoy s%im & accept foliowing:
1] il wer naitiver are preseritly mor sl fuluee svell of inanclal essislance from anolher NGO or any other sowrce, lor the same patienticage, as we are
reguisting fo g from Koshike Foundation, (o the extent that such essistance is granted by Koshika Foundation, If the requested aesistance is nol granied
by Koshéka Foundation, in part or in I St e Hospitsl rserves I0s nght to make up the shorttall from another NGO or any other source, This
confirmation essentially siates that the Hospital will not avall any duplicats assistance for the sama patlentcase from any other NGO or any other source
2] Tha assistance fom Keshike Foundation s enly firarcal in nature. The choes of the teatment/procedute sdvised/conductad by the Hosplilsd on the
patiant, is basad on the srangement batween the patent & the Hospital, snd is in no wey influsnced by Koshika Foundation, Hence, the Hospital wil
aesumn sol & comglele responsibiity of the treatment & i's cutgome & safety of the patient, erd Koshika Foundation will have no rols or responsibility
in the matter.
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