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APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
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W ¥ T T fa W g
§r. No. Medicsl Reports/Prescriptions Attached
A SEREVERE | A o i g6 a9

ML - Caleidl+

LE — Cadagart

P : - .
’ u%hﬁﬁ/gﬁ-— ."E%i — S 0N 4~ T MMH

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T TR W 8 WY = wewm fEe s wm @ fan oo
NAME of OTHER SOURGE AMOUNT of ASSISTANGE BEING AVAILED
WA 3 W& W AW wit f wevam vt
2000 [~

I JETT




DECLARATION by APPLICANT; SMTE BT W9 T9:

11 | hetedy confirm that 8l details in this Form ame True 1o the best of my knowladgs, Any false statemeni will render my Application & ongoing assistance, if any,
liable for rejectionicancedation

2} |- sdemnly confirm that assistance, i recetved fram Kethika Foundation, will be used only for the “purpose’, a5 siated in this Farm, for which such sssistancs
was requestad by ma.

31 | heraby confirm hat | hava not & will nat in future, avad of eimbursement, in partor in full, from any other source/employerfinsurance company. of the amount
for which this assistencs is requested
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1) By affising my slgralure or thumb impression on this Farm, | [Applicant) hereby agree & authorise Koshika Foundation and it's Trustess 1o
ussipublishipul-up/reproduce my nama, eddress, photo & delais of ihe “purgose”, lor which such assistance is requested/granted, through any
madiuim, Including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating Information about N's
acilvilies/achievements. Such use of my pholo & delalls can be made by Koshika Fouridalion befare or after my treatment o fulfliment of the *purpose”
for which assistance s being requesiad

2 | (Applicant] further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted,
will nol automatically entitie me for receiving or continuing the sald asslstance. The daclsion lor granling andlor confinuing the assistance will rest solaly
wilh the Trustees of Koshika Foundation, and their decision is Ihis regard will be fmal end accoptable to me.
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AGREEMENT by HOSPITAL [¥&mm B0 W)
By affming hereundar, signature of our Authorised Signatory for recommending this casefpatient for finencial assistance from Koshika Foundation, wa
(Hosplisl) beraby affirm & sccepl follawing;
1) thast wit nalther are presently nor will in futute avall of financial assislance Trom another NGO o Bny other source, for the seme palientcase, ns we ore
reguesting to gat rom Koshika Foundation, to the sxlent that such assistance is granted by Koshika Foundation. If the requested sssistenca is nol grantad
by Koshika Foundation, in part or in full, ther the Hospital reserves it's right 1o make up the shortfall from ancther NGO o any other sourca. This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the sama patient/cage from any olher NGO or any othar source.,
2] The assistance {rom Koehika Foundallon is only finarcial in nature. The cholce of the treatment/procedure advised/conductad by the Haspital on the
patiant, s based on tha arrangement betwean tha patient & the Hospital, and is In no way infiusnced by Koahika Foundation. Hanca, the Hospital will

aseums sole & complels responsibllity of the ireatmant & I's outcome & salety of the patient, and Kashika Foundation will have no role or responsibliy
in tha matler,
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