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APPLICATION FORM FOR ASSISTANCE (Healthcare) :
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“PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: amifgs g s 1

1) | heroby confirm thal all defails in this Form are True (o tha best of imy kriowledge, Any lalse statement will render my Application & engoing assistanca, If any,
liabsle for reiaction’cancellaton,

2} | solesminly confirm (hat aasistance, I receivid from Koshika Foundation, will be used only lor the “purpose”, as stated In this Form, for which such assistance
was requasied by me.

1) | harahy confirm that | have not & will not in future, svall of reimbursamant, in pan or in full, fram any other source/employerinsurance company, of the amount
for which this assistance s requesied
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AGREEMENT by APPLICANT ( spims g wim)
1] By affixing my signature or thumb impression on this Form, | {Applicant) heraby agres & authorise Koshika Foundation and it's Trustees 1o
use/publishipul-upireproduce my name, address, pholo & detalls of the *purposa”, for which such assistance |& reguestsd/granied, through any
madium, including but not limited 1o verbal, prinl, elactranie, for soliciling donations for Koshika Foundation and/or disseminating informalion about it's

gehvities/aohievements, Such use of my photo & details can be mada by Koshika Foundation bafore or aftar my treatment or fufilment of the “purpose”
for which assistance s teing requeshed.

2] | [Applicant) further agree Ihal 2ny such usa of my name, address, photo & datalls of the "purpose”, lor which such assistance is requestadigranied,
will ot automaticafly entitle:-me for receiving or continuing the said assistance. The declsion for granting endior continuing the sssistance will rest solaly
wilh ihe Trutlses of Koshika Foundation, and thalr daciglon is this regard will be linal and accaplable 1o me

1) TH W WA wEmeT W S WY wm e, § (smiew) sl weaf W qfe won f  Cwifew wedve sl oo amid T W) sifees wen € i S om,
w1, WA s e v 9T S s, T e e, O, weE g T § e e si svedsd € fo el o e

& waim w0 % o sl #) 8 omow e A e we @ e oW & fon sife weEee g = sfi

23 & (omieR) 0 wm W w0 T, v, wE sl fienn o fie omomm ® g @ mithy & w0 w e w e i e e o o

“sifyrer™ e T mieel w0 fiu afm sl e i
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AR % TR W SR W e

AGREEMENT by HOSPITAL (7%@™ B0 %)
By nfiining hereunder, sigralure of our Authorised Signatory for recommending this caseipatient for financial assistence from Keshila Foundation, we
{Haspital) heraby affirm & sccapt lallowing:
1) that we naither ara presenily nof will in fulure avail of financial assistance from another NGO o any ather sourca, lor the same patienlicase, &3 we &=
requesting o get from Koshika Foundation, 1o the exteni that such assistance is granted by Koshika Foundation. If the requested asstitancs s nol granted
by Koshika Faundation, n part of in full, then the Hospital reservas it's right to maka up the shartfall from anathar NGO or any other soufes. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same patient/case from any athar NGO or any other source
2) The pasistance from Koeshika Foundation B only financial in nature, The choice of the reaiment/procedure adviged/conducted by the Hospital an the
patient, is hased on the arrangemant betwean the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Henca, the Hospital will
assuma sole & complele responsibiity of the trestmant & It's oulcome & salety of the patienl, end Koshiks Foundetion will have ne mle of responsibiiity
in {he mattar
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