BN - ¢ -3U -0b- of 34

K& hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: /e g0 = 9;

1) | heretyy confinm that &l detalls in this Form are True to the best of my knowledge. Any false sialement will render my Application & ongoing assistance, il any,
lishle for rejection/cancediation

2) | solemnly confirm thet assistance. If recelved from Kashika Foundation, will be used only for the “purpoee”, as stated bn this Farm, for which such assistance
was regquesied by ma

3) 1 hereby confirm that | have nol & will not in fulure, avail of reimbursement, in part or bn full, from any ather sourcalemployerfinsurance company, of the amound
for wiich Inls assistance it requesied
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1) By afixing my signaiure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and Ii's Trusiees to
useipublish/put-upiraproduce my name, address, photo & detsils of the “purpose”, for which such assisiance is requestedigranted, through any
medium, Including but not limited Yo verbal, print, electronie, for soliciting donations for Koshlka Foundation andor disseminating Information about it's
activities/achisvemants. Such use of my pholo & detaits can be mada by Koghika Foundation before or after my treatment or fulfitment of the “purposa”
for which asgistance is being requasiod.

2) | (Applicant) furines agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance Is requested/granted,
will nal sulomatically entifls me Tor receiving or confinuing the said assistance. The decision for granting @ndlor continuing the assistance will rest sololy
with tha Trusteas of Koshika Foundation, and their decision is this regard will ba fingl end scoepiable o me,
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AGREEMENT by HOSPITAL (wems 0 %07)
2y afiiming hereunder, signature of our Authorised Signatory for recommending this casalpatient for financial assistance from Koshika Foundation, we
(Hospital] hersty affirm & accept foliowing:
1} inat wa nselther are presently nor will (n fulure avall of financial asshetance from another NGO or any athar saurce, for the same patlent/cass, as we are
requesting to gel fram Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requested sssistance s not granied
by Koshika Foundation, In pari o in full, then the Hosplial reserves it's right o make up the shorifall from another NGO or any ofher source, This
confirmation essantially states thal the Hospital will not avall any duplicate sasistence for the same patientcase from eny other NGO or any olher source
2) The assisiance from Koshika Foundation is only financial in nature, The cholca of the treatmentprocedure advisediconducted by ihe Hospital on ihe
patiant, is based on the arrangemant batwaan the patient & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will

sEsiime sola & complets respensibility of the treatment & iU's outcome & safety of tha patient, and Keahike Foundatlon will have no robe or responsibility
in the mattar,
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